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Halfway houses are established to provide transitional residential
care for the psychiatric patients discharged from the hospital.
Modelled after a family, halfway house serves two functions: as away
station, it provides a semi-protective environment to the patient to
ease his transition back to the community as a therapeutic milieu, it
offers a specialized peer group experience not found in the hospital
setting. Through this peer group experience, the patient is helped to
establishea system of support, to which he draws resources when faced
with a crisis, and through which his community experience is supported
and enhanced.
What are the types of supports available to the residents discharged
from a halfway house? is support system positively related' to community
adjustment? What are the most cruicial supports to the psychiatric
patients? These questions are answered through a survey of 42 non-
institutionalized female patients discharged from the halfway house.
The patients were found not lacking in support particularly in monetary
matters. Using Pearson correlation and partial correlation, a positive
relationship was established between support system and community
adjustment. Among various supports, expressive supports were found to be
most cruicial influencing community adjustment. Age, education and
length of discharge from the halfway house had some impact on the patients
in social adjustment but they do not affect the patients in depressive
symptoms.
2The conclusion,drawn is that halfway houses must help their residents
to establish expressive supports during their period of stay. Hence,
warmth, affection and committment on the part of the halfway house
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1.1. Emergence of the halfway house
The emergence of the psychiatric halfway house is in part a
reaction to the changing concept of mental rehabilitation. In the
past, when mental illness was widely viewed as deviant, and not
amendable to treatment, the lunatic asylums were where the psychiatric
patients were dumped. They served as a place of segregation, not a
place for cure. Over the past few decades, however, a change in
public attitude, particularly the emphasis on civic participation,
brought about a major reform towards rehabilitation of the psychiatric
patients. The former close wards of the hospitals become open, the
practice of a therapeutic community (Jones, 1956) vastly changes the
patient's status allowing him to have more participation in the
treatment process, the introduction of the psychoactive drugs, capable
of curbing the patient's disturbing symptons while allowing him to
remain conscious, shortens immensely his stay in the hospital the
practice of community psychiatry (Jones, 1968), which means the opening
up of many out-patient's clinics, day-hospitals etc, allows the patient
to be treated in the community to adapt to the community moreover, the
changing concept of welfare and the inclusion of the psychiatric
patients in the public assistance scheme, enable many formerly
hospitalized patients to maintain themselves in the community while
lengthy hospitalization is avoided for others (Aviram Segal, 1977).
Paralled to all these reforms, many community- based shelter care
services- the halfway houses, sheltered workshop, supervised flatlets,
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social centres, spring up, either serving as alternatives to hospital-
ization, or as supplements to the patients' rehabilitation.
1.2. Characteristics of the halfway houses
Halfway houses generally refer to a transitory residential
centre endeavours to meet the need of the psychiatric patients. These
patients, while not in need of confinement in the hospital, are not
yet ready, either because of residual symptoms or social impairment,
to cope with the usual community life. Theoretically, halfway houses
admit all kinds of psychiatric patients, with the exception of those
who are severely mental defective, or who have serious antisocial or
criminal behaviour. In actual facts, however, most halfway house
residents belong to the schizophrenic type (Sarcka, 1971). According
to Budson (1978), patients belonging to this category of illness, who
generally experience a breakdown in their psychosocial network, can
benefit most from the halfway house programs, while the psychopaths,
who habitually lie, steal and commit other antisocial offences, have
no place in the halfway house. (p. 45) Nevertheless, not all
psychopaths are barred from services there are specific halfway houses
set up geared to their needs (Glasscote, Gudeman, Elpers, 1971,
Wilder, Kessel Caulfield, 1968). In addition, as a transitional
hostel, the halfway houses expect their residents to stay for a period
from 6 to 30 months. Hence, most of these houses admit only those who
have high working capacity, to ensure a quick return to the community.
This is, however, not strictly followed and some houses impose no
limit of stay and accept all patients referred.
The halfway house is modelled after a family and as such, it
is small in size, each facility catering for 20 or more patients.
It is usually located in private flats or public housing estates close
to a town on in densely populated area, to allow its residents ample
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opportunity to participate in the daily life of the open community.
Like a family, it is staffed by a day and night warden, assuming the
role of a parent, who oversees the daily programs of the house, prepare
the patients for discharge, keep records, do budget and maintain liasion
with the outside agencies. Though the work is so complex, involving
knowledge of human relationship, not all wardens are trained. In fact,
most are laymen, some have formal psychiatric training while those with
social work training are rare. Nevertheless, residents encountering
difficulties are usually referred to the local welfare agencies or to
the caseworker of the sponsoring agency of the house. The setting is
also non-medical in nature with every resident there expected to have
their follow-up treatments in outside clinics.
Within the house, every resident has to share in the daily
tasks of the house like cleaning and cooking. Every resident is
expected to follow the norms of the house like to observe their own
'personal hygiene, abstain from heavy smoking and gambling, and respect
others' privacy. As a group living in the community, they also have
.to observe the mores of the neighbourhood, like not to make-excessive
noise, nor littering. Except for all these minimal requirements,
which everybody is expected to observe in a normal familyy,.most houses
generally have no other regulations. Nevertheless, the atmosphere of
the house varies one from another, depending on its programs and also
the nature of the wardens. For example, some houses work on a high
expectation basis, actively pushing its members to integrate to the
community others may be overtly restrictive, resembling a total
institution, while still others may be extremely permissive, without
any daily programs, and degenerating into a boarding home or a chronic
ward for the patients.
1.3. The function of the halfway house
The halfway house serves as a way station or a therapeutic
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milieu for the psychiatric patients. As a way station, it provides
a protective environment to the patient during a period of transition
back to the community. As a therapeutic milieu, it offers a unique
kind of therapy that is not feasible in a hospital setting. This
unique feature is contained in the specialized peer group experience
that every halfway house offers. Thus, in the halfway house, a new
resident whose social skills may be impaired is helped to recast his
patient's role and to learn the roles of a normal, the warden and
superior residents serving as his role models. Certain realistic
expectations are contained in the setting like everyone is expected
to get a job, and everyone is to suppress their anti-social behaviour.
A variety of opportunities exist for the resident e.g. to make friends,
find roommates, and develop mutually supporting relationship that can
be carried to life outside. Moreover the resident is helped to
participate in the outside community because the group as a whole does
not live in isolation, but every one is expected to make connection
with the outside community. On top of these, the non-stigmatized
setting resembling a normal family, the minimizing of the distance
between staff and residents, the emphasis on the healthy rather than
the sick role of the residents, are what made the halfway house
particularly rehabilitative to the patient and which no other setting
can compare.
1.4. Halfway houses in Hong Kong
Halfway houses in.Hong Kong have a history of over fifteen
years. The first halfway house originated when a group of discharged
psychiatric patients estabilished their social club for mutual help
in 1963. A year after, in response to the needs of some of the
discharged patients who were either homeless or rejected by relatives,
the club started to make full time use of the club premises as an
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experimental halfway house (Stella Liu, 1975), It began with four
residents and rapidly increased to twenty in a short time. The number
continued to grow Until the house ran into several problems of over-
crowding and poor management. Eventually, in 1965, the club was re-
organized to become a club for psychiatric rehabilitation and was
re-named the New Life Psychiatric Rehabilitation Association. Besides
the male halfway house, other intermediate environments also came into
existence, like the New Life Farm, sheltered workshop, to offer a
variety of choices for the rehabilitation of the psychiatric patients.
In 1972, in response to the need of the female patients, a female
halfway house was open, while in 1975, the Tuen Mun Hostel was added
to the list. In 1979, the Ching Kung House, a boarding hostel came
into operation serving as long term home for male patients requiring
minimum supervision. This hostel is not staffed by any warden and
therefore falls outside the catergory of halfway houses.
The Mental Health Association established in 1954 with the
objective to promote mental health in Hong Kong, entered into direct
service by operating an Irene House, which is a male halfway house in
1967. In 1972, an,, annex was added to the Irene House, to provide
accomodation for the long-stay discharged patients. The Choi Hung
Hostel, a new hostel for male patients, had just come into operation
in 1982.
All of these halfway houses follow closely their western
counterparts. A slight difference may be that unlike their western
counterparts, which vary much in their funding sources- private,
state or agency sponsored, all the halfway houses in Hong Kong are
sponsored by voluntary agencies while government subvented most of the
costs. Also, unlike some of the halfway houses in western countries,
which cater predominantly for the upper middle classes, the halfway
houses residents in Hong Kong almost come exclusively from the lower
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or lower middle class. They constitute a special group of clients
composed primarily of relatively chronic patients, who through a long
history of relapse and rehospitalization, have lost contact with, or
have been rejected by their families. In addition, halfway houses in
Hong Kong function midway between a nurturing home and a high
expectation house. Certain structures are present in the houses like
job counselling, casework assistance, to help the residents integrate
quickly to the community but on the other hand, there is generally no
restriction of stay in the house so that some of the less motivated
patients have treated the house as a sort of semi-permanent home.
Discharge of these residents therefore depend entirely on whether some
other kind of permanent housing can be located for them.
1.5. Problems of evaluation
As a community- based shelter- care facility, halfway
houses are invaluable in providing transitional care to the patients,
many, without these facilities, may have to stay in the hospital for
an indefinite period of time. The need to build more of these
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facilities are well recognized in the ,western countries. (Silverstein,
1968, Baker, 1973, Ryan Hewett, 1976) Locally, a survey conducted
in the Castle Peak Hospital in 1978 (J.Y.W. Leung, 1979) also
demonstrates a need to build more of these halfway houses in order
to relieve more of the vitally needed hospital beds to other more
urgent and acute cases. The government has recognized this need hence
in its rehabilitation plan, it has proposed to build more halfway
houses in future, including a long-stay hostel for 200 aged patients.
Halfway houses serve the broad objective of providing
transitional residence for the discharged patients. Beyond this they
vary greatly in the selection of residents, staffing, programs,
finance, criteria of discharge etc, as many evaluative literature on
halfway houses have shown. (e.g. Apte, 1968, Glasscote, Gudeman,
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Elpers, 1971,Rog and Raush, 1975, Carpenter, 1978). Hence the question
of evaluating the success or failure of a particular halfway house
program is difficulty to answer. Yet, with the trend of shortened
hospitalization, there is inevitably a need to build more of these
halfway houses to cater for the discharged patients. To improve on
the program of the halfway houses and to prevent them to degenerate
into what Roy and Raush (1975) warned of low-quality custodial care,
knowledge has to be gained on what happens to and in a patient during
such a transition in the halfway house and how such placement affects
him over the years. Only when such knowledge is clear, the halfway
house programs can be improved.
8CHAPTER 2
REVIEW OF LITERATURE
2.1. Major studies on halfway houses
With the upsurge of halfway houses, many studies have been
conducted to evaluate the service.
Most of these studies are descriptive, outlining the
programs and characteristics of the houses. (e.g. Glasscote, Gudeman,
Elpers, 1971, Easton, 1974, Rog and Raush, 1975, Wilder Gadlin, 1977),
All of there studies conclude their programs to be successful. Success
in some of these programs are measured using outcome data such as the
number of residents re-hospitalized, the number of residents employed
at discharge etc. However, since these studies are lacking in
uniformity in both design and quantitative indices of community
adjustment, the values of them as indicative of the success,of the
halfway house programs are open to question (Cometa, Morrison,
Ziskoven, 1979). Moreover, none of these studies are follow up studies
(i.e. measuring the residents some interval after discharge), nor are
they compared with a control group. Thus, the effectiveness of these
programs in facilitating the transition of the psychiatric patients
back to the community is hard to conclude.
Instead, follow-up study is conducted at Berkerley House,
a high expectation halfway house. (Budson, Grob Singer, 1977). By
comparing the residents status before entering the house and at 15
months follow-up, the authors conclude that the high expectation
program in Berkerly House is conducive to the community adjustment of
its residents. Similarly, at Conard House, another halfway house, by
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comparing the group of discharged residents at 1 year follow up with
a matching group of patients (in terms of age, sex, educational back-
ground, degree of illness, date of release from the facility) not
entering the House, the authors conclude that more Conard House
members than control group members obtained substained employment.
Thus the Conrad House program is a successful program (Gumrukcu, 1968),
However, it is difficult to duplicate a particular halfway
house program. in order to improve on the program, variables
influencing the success or failure of a halfway house need to be
identified.
Apte (1968) examines halfway houses in England and finds an
association between restrictive institutional practice and rehabilit-
ative success he claims that hostels with permissive institutional
practice, (measured with a restrictiveness scale) not only have a more
rapid turnover of residents, but that residents from permissive hostels
'experience fewer relapses when in the community. Lamb Goertzel (1972)
report that a high expectation halfway house program, which include a
day treatment center and vocational rehabilitation service,increases
the patients' level of social and vocational functioning although
it is no more effective than a low pressure setting in helping them
out of the hospital. Wilder, Kessel Caufield( 1968) describe the
first year of another high expectation house and conclude that there
is a need varying in expectations from low to high in order to cater
for different categories of patients. Ryan Hewett (1976), discover
that among the halfway houses. they examine, which all have a permissive
atmosphere, those which impose no restriction of stay predict a more
successful outcome for its residents, in term of rehospitalization,
than those which actively push its residents to discharge within a
year.
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Other studies focus on how to select the suitable candidates
into a halfway house program. In a five year study of community
placement of released mental patients, it is found that if remaining
in the community for 2 years is deemed to be good adjustment, then
younger age, longer cumulative length of hospitalization, more active
patients (holding jobs), predict longer stay in community placements
such as halfway houses (Cunningham, Botwinik, Dolson Weichert, 1969).
Another study identifies that continuous contacts with the halfway house
after moving out are related to lower rehospitalization rate though age
(younger) and sex (female) also have a part to play (Alpert, Blohm,
Cotter, Grady Kresky 1971).
Still other studies examine what is so rehabilitative in a
halfway house program. The study on Berkerley.House points out that
the patient in the house is helped to establish a social network,
to which he relates after discharge and through which his community
experience is supported and enhanced (Budson, 1978, Budson Jolley,
1978). Other studies also support this concept of the halfway house
aiding the resident to establish a network, which is essential.- for
their community adjustment. By comparing two groups of discharged
residents, one which has strong halfway house involvement as contrast
to another which has strong family involvement, it is found that the
group with strong halfway house involvement predicts better adjustment
in several areas: posthospital employment, financial self-sufficiency,
level of socially expected activities and free time activities.
(Holman Shore, 1978). Similarly, halfway house residents at discharge
tend to live in the vicinity of-the halfway house, presumably still
relying on the house for various kinds of support (Berman Hoppe, 1976).
As regards evaluative study of halfway houses in Hong Kong,
no large scale study has ever been conducted. Only a small survey
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conducted in 1975 to examine the status of the residents at one year
follow up shows that many of these residents are experiencing difficulty
of some kind connected with social,financial or medical problems (NLPRA,
1975), On the other hand, after examining the nature and characteristics
of the halfway houses in Hong Kong Fanny Cheung (1979) has proposed
an evaluative framework applicable to Hong Kong. To her, an evaluative
system must include follow up information on residents throughout their
course of rehabilitation, ratings on their behaviour on different
aspects of life, and also objective data in terms of actual) performance
such as frequency of job turnover. Whilst true experimental design
may not be practical, quasi-experimental design may be more feasible.
Evaluation based on multiple dimension, rather than all or non unidi-
mensional notion of effectiveness, has greater utility for program,
planning in Hong Kong.
2.2. Community adjustment of the psychiatric patients
Many of the evaluative studies on halfway houses have
employed rehospitalization rate as a major criteria of community
adjustment. But as many studies have shown, this is not a good
indicator of community adjustment. For example, Buell Anthony
(1973) have pointed out that the number of rehospitalization is an
incomplete measure evaluating rehabilitative programs due to the
nature of various forms of mental illness. Goertzel (1971) remarks
that rehospitalization may indicate no more than the unwillingness
of the family to put up with a troublesome member than to the functioning
level of the patient. On the other hand, rehospitalization is not
necessarily a failure but it may be a temporary therapeutic interlude
in an ultimately successful rehabilitation (Lamb Goertzel, 1971).
Cometa, Morrison, Ziskoven (1979) further point out that absence of
reported hospitalization cannot by default, be contrued as successful
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community adjustment. As Segal Aviram (1978) have shown in a study
of community based sheltered care in California, mental patients
(staying) in the community may be a residual group, never integrated
into society's mainstream, with few prospects for complete economic
and residential independence. (P. 129)
Many researches thus employ psychiatric symptons as one criteria
of community ajustment because psychiatric symptoms may be more crucial
in determining whether true illness exists. (Craig Van Natta, 1979).
Absence of symptons reflects successful adjustment as every patient
seeks to gain from therapy more comfort in his daily function. Comfort
(indicating relative absence of symptom) is thus a major criteria of
improvement (Parloff, Kelman Frank, 1954), Psychiatric symptom
are measured mainly in terms of depression, it also includes symptomatic
behaviour and somatic discomforts. Among psychiatric patients, it has
been demonstrated that positive relationship exists between the presence
of depressive symptom and social dysfunctioning. (Glazer, Prusoff,
John, Williams, 1981, Weissman, Prusoff, Thompson, 1978). One study
even shows that the amount of variance in social functioning,accounted
for by depression far exceeds that accounted for by primary symptons
of schizophrenia (e.g. delusions and hallucinations) (Serban, 1979,
Serban Gidynski, 1979) Also, many instruments developed to. detect
psychiatric symptarx have been found successful in differentrating the
patients and normal populations (e.g. Spitzer, Fleiss, Endicott
Cohen, 1967, Hogarty, Katz Lowery, 1967_).
Nevertheless, absence of symptom in the psychiatric patients
is not the sole criteria of community adjustment. Community adjustment
has a wider perspective and it also includes the patient's adaptation
to the social environment. Thus Katz and Lyerly (1963) quoting from
the Webster Dictionary, define that adjustment has to do with bringing
into proper relation behaviour to circumstances or oneself to one's
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environment to free from difference or discrepancies, to bring to a
satisfactory state so that parties agreed, adjustment as a concept has
both a personal and social reference, it involves both patient and his
social environment, (P. 506) Linnetal (1969) hold a similar view,
effective functioning would suggest equilibruim within the person and
in his interaction with his environment. (P. 299) According to
Weissman Paykel (1974), social adjustment is broadly defined as
the interplay between the individual and the social environment.....
In general terms, social adjustment concerns the individual's ability
to function in social roles (p. 23). Thus the scales to measure
community adjustment of the psychiatric patients must therefore
include both a measurement of the psychiatric symptoms and aspects
of his social performance. Such social performance should cover
aspects of employment and financial status, consistency and effective-
ness of performing homemaker's activities, dimensions of active/
passive involvement in recreation and free time activities, and quality
and nature of interpersonnal relationship within the home (Hogarty,
-1975). The Katz Adjustment Scale, developed by Katz and Lyexly (1963)
measuring clinical adjustmnet, adequate level of performance of
socially expected activities, level of expectations of social activities,
level of free. time activities and level of satisfaction with free time
activities, encompasses the important dimensions of community adjustment.
2.3. Support system of the psychiatric patients
The concept of social supports as essential to mental
health has been well expounded. For example, Miller, Dawson, Barnhouse
(1968) in developing a sociopsychological theory of rehabilitation,
have identified that both affective support e.g. presence of an
accepting reference group, and instrumental support e.g. social and
.economic stability, are essential to successful rehabilitation of the
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mental patients. Caplan (1974) postulates that people have a variety
of specific needs that demand satisfaction through enduring inter-
personal relationship. Such relationship at the person-to-person and
social level provide supports which enable people to master the challenges
and strains of their lives. Support system implies such supports may
be of a continuous nature mediated by an enduring set of relationship
that help the individual to deal with the general issues of life or
intermittent and short-term that may be utilized by the individual
from time to time in the event of acute need or crises. Together,
they provide health promoting forces that play a significant part in
maintaining the psychological and physical integrity of the individual.
According to Lin etal (1981), social supports either act as a
preceding factor reducing the likelihood of certain events occuring
(e.g. divorce),or serves as a buffer against the exacerbation of
responses to life changes, by producing the information needed to
-reduce or eliminate drastic psychological and physical consequences of
life changes. Similar view is shared by other studies which
-identify social supports as mediators of stressors thereby reducing
the risk of physical illness or psychiatric impairment. (e.g.
Cassel, 1974, Cobb 1976, Tolsdorf, 1976, Andrews etal 1978, Hirsh, 1981),
Support system generally refers to those resources available
to an individual to solve personal crises (Caplan, 1974, Tolsdorf,
1976, Lin etal 1981). As opposed to professional helping, these
resources come from one's social ties, and emerge from the natural
biosocial responses of those in the individual's environment. As a
consequence, they act as buffers-to the individual not only by
providing tangibale assistance but they also show to the individual
that he is cared for and loved. Thus support system is essentilly,
of two levels: the instrumental level provides assistance to the
individual to accomplish a task e.g. showing him how to do something,
15
providing goods and services, giving directions or financial help.
Whilst the expressive level refers to the nurturance or emotional
support shown to the individual e.g. offering encouragement, listening,
giving advice or being present etc.
Since support system is made available through an individual's
social ties, many researches have equated it with the concept of
social support network. According to Marsella and Snyder (1981), the
concept of network has four essential variables: structure- which
refers to size, density, frequency of interaction, and position within
the network interaction- which describes the relationship between
the various network components qualitative- which describes the
effective components of the linkages, and finally, functional-- which
delineates those variables that identify and describe the linkages in
which a person serves a function for another such as instrumental and
expressive function. Swenson (1979) analyzes social network in terms of
two variables, structural variable which includes range (size of network)
segmentation (areas of contact), reachability (access within a network),
density (ration of actual to possible linkages) and content variable
which includes frequency (number of interaction), uniplex- multiplex
(number of content areas), intensity (subjective evaluation of the
fosal person) and directedness (whether the relationship is symmetrical
or asymmetrical). These variables presented by the two authors more or
less encompass the essential concept of a social network.
Other authors do not view support as synonymcus. with social
network. The use of social network as a measure of social support has
one inherent defect in that not all networks are supportive to the
individual some network may provide instruemtal and effective supports
which works to a psychopathological or antisocial lifestyle in the individual
(Garrison, 1981). An obvious example is the social network of a
drug addict. Instead, Lin etal (1981) view social support as going
beyond social network. Supports really are resources available to an
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individual to solve personal crises. Social network just provides the
structural framework within which supports may or may not be accessible
to an individual. Thus in their social support scale, instead of
measuring quality and structure of a social network, it focuses or
elements that act to eliminate life stresses. The scale consists of four
items: the Medalie- Goldbours.-t family items measure good family relation-
ship, as well as love and support provided by the spouse the Lowenthal-
Haven- Kaplan confidant items are an indicator of the availability of
an intimate relationship the neighbourhood and community satisfaction
items reflect whether the environment in the community is supportive to
the individual, finally, the instrumental- expressive support items
focus on the activities and aspects that might provide (or jeopardize)
either instrumental or expressive support to the individual.
Support system as available to a psychiatric patient has been
variously studied in several researches, all employing the structural
model of a social network. All these studies show that the social
network available to a psychiatric patient, hence his support system,
is essentially different from that of a normal population....
generally experience a dramatic change in social network after his
first hospitalization. This dissolution of network is attributed to
the ant.kgonistic attitude and reactions of those close to the patient,
as well as to the patient's impaired social competence. Hence, there
is always a need for the patient to re-establish his support system
after his first hospitalization. Froland, Brodsky,Olson Stewart (1979)
comparing the psychiatric patients with the normal population,
find that psychiatric patients have smaller size of network, experience
more extent of moves, deaths or other losses, perceive lower stability
of support, tend not to view family as important source of support
while tend more to seek out formal sources of support such as agency
For example, Lipton Otop(1981) shows that psychiatric patients
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or professional contacts. Tolsdorf (1976) comparing a group of 15
psychiatric hospital patients to 15 medical patients, also finds that
the network of the psychiatric patient is smaller, have fewer functional
people in their network, have negative network orientation which means
they are reluctant to draw resources from their network. They experience
more stress than the medical patients but they tend to use withdrawal to
cope with their stress. Withdrawal insulates them from any source of
stress but also insulates them from any source of support. Westermeyer
Pattison (1981).. Pattison Pattison (1981), also point out that the
psychiatric social network is smaller, relationship is asymmetrical
and the network is relatively devoid of external connections. In
short, the psychiatric patients have smaller network, tend not to draw
resources from his network but tend more to rely on individual resources.
While professional assistance is preferred to family assistance,
relatively lacking of external connections, professional assistance may
or may not be forthcoming. When their own resources prove to be
inadequate to cope with the stress, they would rely on withdrawal.
Withdrawal may result in more failure, high anxiety, lower self-esteem




3.1. Objective of the study
The review of literature shows that various factors, such
as internal programs, staffing, types of patients admitted, etc,
influence the rehabilitative outcome cf a halfway house. More
important, however, it is shown that halfway house program may not
be the final rehabilitative measure but it is only one stage leading
ultimately to the establishment of a social support system, to which
the ex-resident draws resources during a crises, and through which
his community experience is enhanced.
Based on the above conceptualization, this study attempts
to answer the following questions: what types of support are avail-
able to the psychiatric patients discharged from the halfway house?
Is the presence of support system contributing to their community
adjustment? Is this relationship between support system and community
adjustment spurious whereas background variables of the ex-residents
may prove to be more influential in determining their community
adjustment? While the literature review shows that support system
is essential to mental health, psychiatric patients have a different
mode of support system from that of the normals with more reliance
on their own resources or professional contacts. Hence, would
continuous involvement with the halfway house, implying more
professional contacts, ld crease- the level of supports and therefore
the level of community adjustment in the psychiatric patients?
Stemming from these questions, the objectives of the study
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are:
1. to examine the types of support system present in the psychiatric
patients discharged from the halfway house.
2. to determine if support system affects community adjustment.
3. to explore if different types of supports affect different areas
of community adjustment.
4. to examine if background variables of the ex-residents affect
the relationship between support system and community adjust-
ment.
5. to examine if continuous involvement with the halfway house fosters
supports and community adjustment.
No attempt is made in this study to evaluate the halfway
house service. The major focus is to test whether a relationship
exists between support system and community adjustment. The halfway
house population is chosen because theoretically speaking, the program
itself fosters supports hence support system is implied to be present
in psychiatric patients discharged from the halfway house. While
this study is not an evaluation of the halfway house, a profile`of
the ex-residents staying in the community would be presented, which
may serve as some crude indicators of the success or failure of the
halfway houses in Hong Kong. Also to eliminate the effect of different
halfway house programs on the ex-residents' community adjustment level,
this study would limit its scope to the ex-residents discharged from
one halfway house. Moreover, since this study measures community
adjustment, only those patients completing the halfway house program
and staying in the community would be studied. Those discharged from
the halfway house but presently staying in the hospital would be
outside the scope of this study because firstly, it is difficult to
assess their community adjustment secondly, their ability to answer
the questionnaire is doubtful.
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3.2. Hypothesis
Four hypothesis are advanced to test the objectives set up
in the study:
1. The presence of support system is positively related to community adjustmei
2. Instrumental and expressive supports are more cruical than other supports
in determining community adjustment of the psychiatric patients.
3. age, income, cumulative length of hospitalization, period of discharge
from the halfway house may account for part of the effects in the relation.
between support system and community adjustment.
4. Continuous involvement with the halfway house may account for part of the
effects in the relationship between support system and community adjustmen
The variables pose in the research questions and the
hypothesis are defined as follow:
halfway house refers to the female halfway houses in Hong Kong.
They are characterized by a clear philosophy of providing transitional
family care to the psychiatric patients discharged from the hospital.
They are staffed by wardens assuming the parent's role. Their program
resembles the daily routine of a family.
ex-residents refer to those psychiatric patients completing
a halfway house program and officially discharged from the house.
This means they are not returned to the hospital nor are they leaving
the house of his/ her own accord.
backgroud variables of the ex-residents refer to age, education,
monthly income, number of hospitalization, length of discharge from
the hospital, length of cumulative hospitalization, length of cumul-
ative stay in the halfway house, and length of discharge from the halfway
house.
involvement with the halfway house refers to whether the ex-
residents have continuous contact with the halfway house. it is based
on the respondent's subjective rating on four response categories:
never, sometimes, frequently, most of the time, without checking
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with the warden or other objective data.
support system refers to resources available to an individual
to solve personal crises. Operationally, it is measured with the
social support scale developed by Lin etal (198.1),
community adjustment refers to signs of an individual
coming to more satisfactory terms with the environment and with
oneself. Operationally it is measured using the Katz Adjustment Scale
developed by Katz and Lyerly (1963).
3.3. Design of the study
3.3.1. The setting- the female halfway house.
The female halfway house run by the New Life Psychiatric
Rehabilitation Association is one of the five halfway houses in
Hong Kong. It is located in a spacious private tenament flat in
Kwun Tong. It has a capacity of 19 and it serves female discharged
patients with age ranged from 18 to 60. Most of the patients admitted
are either homeless, or being rejected by-their family.
The house is staffed by a day and night warden. Theso
wardens are F. 5 graduates without arly social work training. They
have taken up their duty since the house started its operation,
until the present moment. in July, 1981, another warden was added
acting as relief worker substituting the other two wardens when they
have their days off.
The house has no specialized rehabilitation program. The
daily programs follow the routine of a family. The wardens are mainly
responsible for overseeing the smooth running of the house like assign-
ing duties to the residents, keeping budgets etc. They are also
responsible for supervising the residents in taking their daily medicines,
ensuring they attend follow-up treatments, and answering queries or
reporting any abnormality in the patients to the medical officers in
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charge of the patients.
Before the Association employed an aftercare worker in 1977,
there was no casework service provided to the residents. After that
casework service is provided to every discharged resident willing to
take up the service. Whereas within the halfway house, casework is
provided to the residents by a group of sub-committee members, all
professionals like doctors, nurses or social workers, who help the
the house on a voluntary basis. They give assistance to the residents
if they encounter any difficulty in adjustment.
All residents referred to the halfway house have to undergo
a screening process. They have to stay in the house for a trial period
usually 2 weeks to 1 month during which they are assessed by the wardens
in several aspects: work motivation, interaction with the other residents,
personal care, any residual symptoms etc. The observation reports
made by the wardens are then passed to the screening committee, usually
composed of a doctor and a social worker, who decide whether the
resident is a suitable candidate.
.s a transitional hostel, the female halfway house expects
its residents to be discharged within a period of six months to one
year. However, the residents' stay varies a lot, from one month to
3 or 4 years- Generally, there is no active push to the residents
to get them discharged quickly.
3.3.2. The research population
The research population would be the female psychiatric,
patients who have completed the halfway house program and are discharged.
Since the female halfway house opened in 1972 until 1.2.82, 157 names
have been registered there. Of these, 15 remain as residents and fall
outside the scope of the study. Of the remaining 142 names, 2 were
deceased, 23 did not complete the program either by relapsing to the
hospital or leaving the house of her own accord, while 18 had more
than one admission to the house hence their names were repeated.
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Eliminating all these, 99 remain on the name list which will form the
research population. Since the population is so small while not all ex-
residents may respond, it is intended not to draw a sample. All the 99
ex residents would be the subjects of the present study.
3.3..3. Construction of scales
1) Support system scale
Support system of the ex-residents is measured with the social
support scale developed by Lin etal (1981). The original scale consists
of 4 sub-scales: The Medalie -Goidbourt items, the Lowenthal- Haven-
Kaplan Items, the neighbourhood and community satisfaction items. and the
instrumental- expressive support items. In the present study, the
Medalie- Goldbourt family problem items are eliminated since they are
applicable only to a married population. Secondly, at a validation of
the scale, Lin etal find that these items correlate significantly with
some of the expressive items, indicating they measure the same thing.
Thus only the three remaining items would constitute the socdil support
scale.
The Lowanthal- Haven- Kaplan items measure the availability
of a confidant and are indicative of an intimate relationship.- The
items ask the subject to name a confidant, then he is asked on seven
aspects: durability, frequency of contacts, density, directedness,
reachability, content and importance. (Please refer to Part 1, section
III of the questionnaire in Appendix A). All the seven items, except
durability, have five ordinal response categories. Before a summated
scale can be constructed, the.durability items are grouped into five
categories, the first category indicates the respondents have known
the confidant for more than 20 years, the second category, 10-19
years, the third, 5-9 years, the fourth, 1-4 years and the fifth,
under 1 year. A total score is then computed for each respondent
by summing the scores over the seven items. The scores range from 7 to
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35 and a low score indicated intimate relationship with the confidant
implying high support in this area.
The neighbourhood and community satisfaction items ask the
respondent on two aspects: satisfaction with the neighbourhood, and
satisfaction with the community (Please refer to Pt 1. section IV in
the questionnaire). These two items are summed up to form a total
score. Again, a low score indicates high support from the neighbourhood.
The instrucmental-expressive support items are a set of
26 questions focused on the activities and aspects which might
provide (or jeopardize) either instrumental or expressive support to
the respondant. (see Pt 1, S. V in the questionnaire). In validation
of the scale, Lin etal have done a factor analysis which loads these
26 items into five factors: monetary problems, lack of companionship,
demands, communication problems, and problem with no children.
Monetary problems and demands fall into the instrumental dimension
whereas lack of companionship, communication problems and problem
with no children are the expressive dimensions.
However, it is not intended to follow the five factors
as proposed by the authors. As Kerlinger (1973), points out, factor
analysis is useful in determining the number and nature of
underlying varibles among larger number of measures. However, the
number of factors can changel in subsequent investigations using the
same test, which is especially true in early investigation of a field
1. Examples of different factors coming out of the same test in
different investigation can be seen in Graham, Lilly, Paolino,
Friedman Konick, measuring. behaviour and adjustment in the
community: a factor analytic study of the Katz adjustment
scale (Form R 1) Journal of Community Psychology, vol 1 No. 1,
Jan, 1973.
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(P. 659- 661). Taken into consideration that the original scale
is applied to the American population whereas in the present study,
it is applied to the Chinese, it is envisaged that cultural difference
might result in quite different factors of the same scale. Hence
a factor analysis would be done instead and the factor scores emerging
from the new factors would constitute the new scale scores.
The social support scales measures different aspects of
support to the individual, as it is, there is no intention to sum up
the different sub-scales to form a total scale. Instead the intention
is to examine different aspects of support and its relationship to
the dependent variable- the community adjustment scale.
2) The Community Adjustment Scale
The community adjustment scale is measured with the Katz
Adjustment Scale (Katz Lyerly 1963). The original scale is divided
into two parts: the KAS (Form R) to be filled by the subject's
relative and the KAS (Forms) to be filled by the subject. In this
study, only the subject alone would be asked hence only Form S would
be used.
The KAS Form Sl measures symptom discomforts. The 55 items
describe somatic, mood and psychoneurotic symptoms. The subject indicates
for, a given item the frequency with which he suffers this complaint on
a four-point scale ranging from not at all A., to%% always. (Please refer
to Pt. 2 of the questionnaire). The total score on symptom discomforts
is arrived at by summing the ratings on the individual items. The
total score ranges from 55 to,220 and a low score indicates absence of
psychiatric symptoms implying good community adjustment.
The Form S2 measures level of performance of socially-expected
activities. This inventory consists of a list of 16 activities which
include items describing family and social responsibilities, social
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activities, self-care, home adjustment, and community activities.
(Please refer to Ptr. 3 of the questionnaire). The subject indicates
for a given activity whether he is not doing it, is doing it some,
or is doing it regularly. The items are rated on a three-point scale
and summed for a total score. The score is viewed simply as a measure
of the level or amount of socially expected activities in which the
subject has been involved during the several weeks preceding the
interview. Missing data for some of the items are expected, when either
the subject's social role leaves the activity unequivocally out of the
question, or when the environment makes it physically impossible for
the subject to perform a given activity. (Lowery Katz, 1976). Missini.
data is then dealt with by computing the total cluster score for the
items answered and then divided by the number of items answered within
the cluster. in another word, average item score replaces the total
score. in this form, a high score indicates good community adjustment.
The Form S3 has items identical to those in Form S2. (See
- Pt. 4). The subject is asked to indicate for a given activity-whether
he had or had not expected himself to be doing. Each item is rated on
a three-point scale. The item ratings are summed for a total score
intended to reflect the subject's level of aspiration for his own
performance. Again, missing values are dealt with an in Form S2.
A new measure, dissatisfaction with performance is derived
from the discrepancy between the expectations (S3) and activities (S2)
scores. This discrepancy is'arrived at by substracting S2 from S3.
If S2 is greater, the difference is recorded as zero. Then the sum
difference is divided by the total S3 score, and then times 100. This
discrepancy score is then viewed as reflecting the subejct's level of
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satisfaction with his own performance. A low score indicates low
discrepancy hence high satisfaction with his own performance.
The Form S4 measures level of free-time activities. (See
Pt. 5). The 23 items cover hobbies, social and communitg .activities
and self improvement activities. The items are rated on a three-
point scale indicating whether the subject has been involved in an
activity 'frequently', 'sometimes', or 'practically never'. The
total score is based on the sum of the ratings of individual items.
Missing data is dealt with as mentioned before.
The Form S5 again has items identical to those in S4. The
subject is asked for a given activity, whether he is satisfied with
what he is doing in the area, or whether he would like to see himself
do more or do less of this activity. The two latter categories are
scored as 'dissatisfaction' while the first is scored as 'satisfaction'.
A. two-point scale is therefore used, and the total score is the sum
of ratings of the individual items. Missing data is dealt with as
before.
The community adjustment scale covers two major area,-psychiatric
symptoms and social performance. As it is, there is no intention to sum
up the different sub-scales.
3.3.4. Method of data collection
Structured interview is used for data collection. The
researcher herself acts as the sole interviewer as this has several
advantages: it saves time to train interviewers and reduce interviewers
bias the researcher is very familiar with the setting of the female
house as she had done her field practicum there, and this facilitates
easy communication between the researcher, the female house staff, and
also the ex-residents the researcher, is a trained social worker and is
familar with the psychiatric patients so that she is rather at ease in
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soliciting true response from the ex-residents who are all psychiatric
patients.
Data Collection was conducted from 30.1.82 to 27.2.82. A
list of names of the subjects was obtained from the record of the female
halfway house. From the telephone number and addresses given on the
record, the subjects were asked, through telephone contacts, or letters,
to return to the house for interview. Those not responding or who can-
not return to the house were paid home visit. Addresses incorrectly
stated in the record were checked with other records such as medical
referrals. Subjects who had moved out from the original address were
checked with the other ex-residents or their neighbours to obtain their
new address.
Close end questions were constructed in line with the measure-
ment scale and translated to spoken Cantonese. A pre-test was done
with 4 residents, mainly to test the interview schedule and to correct
for some of the items that were ambiguous or difficult to understand.
Each interview lasted from half an hour to one and a half hours. For
those subjects who can read, they were allowed to fill in the question-
naire themselves while the researcher stayed behind to make clarification
on any doubts raised. Otherwise, the questions were read to the
subjects and -responses checked for them. The section on the subject's
medical history and history in the female halfway house was filled by
the warden.
3.3.5. Method of data analysis
All responses to the questionnaire were coded. The codes
were punched on IBM cards for computer analysis. As a first step,
the frequency distributions of the responses to each of the items
were calculated, and then- the hypothesis were tested based on their
strength of association while no test of significance was conducted.
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This is because the present study is not a randomized sample. For a
nonprobability sample, the substantive meaning of a test of significance
is obsure. (Hirshi' Selvin, 1973, P. 218).
To test hypothesis1 and 2, correlation matrix between the
variables in the social support scale and that in the community
adjustment scale was constructed. Pearson product moment correlation
coefficients were employed to describe and summarize the strength and
direction of association. Pearson's r is a symmethrical measure of
correlation between two interval variables. Its values vary from
-1.0 to 0 to+ 1.0, indicating direction and strength of association.
It is also a PRE measure. Its square (r2) expresses the proportionate
reduction in error in predicting score for the dependent variable.
(Loether McTavish, 1974, P. 245). The relationship between the
social support variables and the community adjustment variables was
then examined in the correlation matrix. Where most of the associations
are positive and strong, it can be concluded that support system
is positively correlated to community adjustment. The variables
themselves were also compared with one another, in terms of their
relative strength of association, to identify the most cruical variables
affecting different areas of community adjustment.
To-test hypothesis 3, partial correlation controlling for
the different background variables was computed. Due to the samli
number of cases, only first order partial correlation, which statistic-
ally controls the effects of one control variable, was exercised. Like
the total correlation r, the partial correlation varies from -1.0 to
+ 1.0. Its square expresses the proportion of variation in y (or x)
explained by its linear association with the other variable X (or Of
after the linear effects of the control variables have been taken into
account (statistically removed.). (Loether Mctavish 1974, P.301,
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Nie etal, 1975, P. 302). The first order partial was then compared
with the zero order, partial (without control variable), to examine the
effects of the background variables on the relationship between the
support system variables and the community adjustment variables.
Similar procedure was carried out to test hypothesis 4, except that
the variable, involvement with the halfway house,being ordinal in
nature, was first converted into interval scores, through dummy
variables. 0 indicates the respondent has no involvement with the
halfway house and 1 indicates that she has.
3.3.6. Reliability and validity
1) Social Support scale
in the social support scale, the first three sub-scales:
the medalie-goldbourt items, the Lowenthal-Haven-Kaplan items and the
neighbourhood and community support items are scales used or proposed
by others. Lin et al. include them in their social support scale since
they constitute different dimensions of support and also they have been
proved to affect positive mental health. The other instrumental and
.expressive support items were derived,from the authors' owncohceptual-
ization that social support should reflect the primary functional areas.
To test for reliability of the different sub-sclaes, inter-
item correlation and item and total score correlation were conducted
for the first three sub-scales by the original authors. All sub-scales
showed high correlation between items and with the total score and
they were significant at the .05 level. The only exception was the
Lowenthal- Haven- Kaplan items which had item-total correlations
ranged from .279 to .822. Among the inter-item correlation, 12 of
the 21 .coefficients were not significant. Hence, it seems these items
do not constitute a unidemensional scale. In the original study,
these items and the dependent variables were examined individually to
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identify specific confidant characteristics which contribute to the
prediction of the dependent variables. Nevertheless, in this study,
the items were studied as a whole, based on their face validity, whereas
a reliability test was conducted to test the internal consistency.
The last instrumental-expressive items were reduced into
five dimensions using factor analysis, orthogonal solution, varimax
rotation and a limiting eigenvalue of one or higher. As mentioned
earlier, these dimensions would not be followed in the present study.
Instead the same factor analysis method would be applied, to find out
possible new dimensions.
The validity of the scale was tested using a criterion
variable- the CES -D scale which measured depressive symptoms.
Literature review had already shown that supports act as mediator of
stressors thereby reducing depressive symptoms. In validation of
the scale, the support items, together with selected sociodemographic
variables, and scales measuring stressful life event, were correlated
with the depression scale. Substantial relationship with the depression
scale was found in most of the support items whereas only two of the
confidant items had substantial relationship: the durability and
directedness with the confidant. Stressful life event and two socio-
demographic variables, income and marital status, also correlated
significantly with the depression scale.
Multiple regression analysis was then conducted for the
dependent variable and selected independent variables. The analysis
showed that 4 aspects of support: monetary problems, demands, community
and neighbourhood satisfaction, accounted for a combined 66% of the
explained variance in depression, independent of family income.
Standardized reduced form equations, decomposed for the depression
scale the direct and indirect effects from the various independent
32
variables showed that family income had a primarily direct effect on
depression, while stressful life events affected depression both
directly and indirectly through social support. When the indirect
effects of family income and stressful life events through (the lack
of) social support were controlled, the indirect and direct effects
of social support remained substantial.
Finally, taken into consideration the colinearity of the two
instrumental supports, monetary problems and demands, (r= .583)
which might reduce the significance of their independent contributions
to the dependent variable, the structural equation model was re-
constructed, using an analysis of latent covariance. This approach
allows the incorporation of multiple indicators of each variable.
Because it estimates both measurement errors and equation(relational)
errors, it is a powerful and concise statistical tool. Also, in
order to confirm the weak contribution of the expressive support
scales, and also the confidant item, they were allowed to reappear in
the model. The result of this analysis (using a maximum likelihood
solution) showed that instrumental support, community satisfaction,
and family income had greater effect on depression than stressful
life event, whereas expressive support and confidant remained weak in
relation to depression.
The social support scale was applied to a normal population
in America. The validation of the scale showed 4 aspects of supports
contributing significantly to depression. The authors therefore do
not claim complete validity of their scales. However, as the authors
commented, the diminished effects of expressive support scales and
that of the confidant in the original study may not mean they are not
important social indicators. It is hypothesized that schizophrenia
may be more affected by expressive relations, hence when the scale is
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applied to a psychiatric population, they may contribute significantly
to depression. Hence, in the present study, it is intended to adopt
the complete scale, rexcept the Medalie Goldbourt items, which have
great limitation in application. Reliability test using Cronbach's
alpha coefficients to test the internal consistency of the various sub-
scales were conducted, beyond this, other tests of reliability like
test-retest or vaildity test, would not be conducted due to the
limitation of resources, including time, money and manpower.
2) Community adjustment scale
Community adjustment is measured with the Katz Adjustment
Scale as developed by Katz and Lyerly (1963). The scale has been
designed for application to the problems of describing and classifying
patients in accordance with their behaviour prior to entrance to the
hospital, in the community follow-up evaluation, and also comparison
of psychiatric treatments. The scale is consisted of two forms, the
`Form R and Form S. The Form R has been of wider application and its
validity has been proved in several studies: Katz and Lyerly, 1963,
Katz, 1968, Katz, Lowery, and Cole, 1967, while other studies have
demonstrated its effectiveness in differentiating various patient
population (Hogarty et al 1968), and in discriminating between the
outcome of different diagnostic groups as well as the effects of
aftercare treatments for schizophrenics. (Hogarty et al, 1969).
The Form S is comparatively less well developed. However,
it is preferred over the Form R in the present study because it does
not have to rely on a relative to rate the patient's behaviour. Many
of the subjects in this study are living alone by themselves, with no
contacts with their relatives and they generally hide their patient
status from their neighbours. For this group of patients, the Form R
is impractical.
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The Form S1 was adapted from the John Hopkins Symptorti Distress
Checklist. It is designed for an outpaitient group and heavily weithted
with somatic symptoius and it is devised primarily for psychoneurotic
patients. Despite its limitation in this aspect, it is adopted because
of its appropriateness to that facet of the definition of adjustment
which calls for a measure of discomfort in the symptom area. The other
forms in Form S are similar to Form R. In the validation of the Form S,
Katz and Lyerly employed two criterion group,staying in the community:
one clinically judged to be well adjusted in the community and the
other, poorly adjusted. They were balanced with regard to age, sex,
hospital diagnosis, time out of the hospital, educational background
and occupational level. The two groups were compared in the group
means on the different sub-scale of the Form S. They were also
correlated with a clinical judgment of adjustment obtained from a
lengthy interview. The result showed that the Form S could
discriminate the two groups in terms of groups means. For correlation
with clinical judgment, that for Form S1 is .35 as compared to .61 in
Form R1. But for the other sub-scales, Form S was comparable to'
Form R, hence its discriminative validity was established.
That Form R and Form S measure different aspects of adjustment
was proved in a study by Sydiaha, Stewart and Lafarre (1968). On the
other hand, the authors found that the correlation of S scores with
the total combined (R plus S scores) amounted to..891. Hence
they suggested that the patient's self assessment carried more weight
in the overall social adjustment than did the assessment of the relative
or guardian.
In another study by Lubin Hornstra (1978), all sub-scales
in Form S were found correlating strongly and significantly with a
depressive measure whereas Form R did not. The construct validity
of Form S was tested since it has been known that psychologicl and
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behaviour symptoms (which Form S1 measures) are associated with depress-
ion or depressive mood (Zung, 1965, Levitt Lubin, 1975), whereas
social disability( reduction of role and instrumental performance)
often is a concomitant of depression (Paykel Weissman, 1973). The
strong and positive correlation of Form S1, and the strong but negative
correlation of the other forms with the depressive mood, verified the
above.
In the present study, the validity of the Form S is borrowed.
Its reliability, on the other hand, is tested with the Cronbach's
alpha coefficients. There is limitation in borrowing validity particul-
arly the scale has been translated to Chinese and applied to a different
cultural group from that of the original study. Nevertheless,
due to limitation in time, money and manpower, no validity test could






Before interviews with the subjects started, the list of
99 subjects was checked with the wardens. The subjects, whom the
wardens knew clearly to be hospitalized at the time of data collect-
ion, were eliminated from the list. (N= 13). The rest were
contacted through telephone calls. in the telephone calls, the
researcher stated to the subjects the purpose of the interview and
then appoXintments were made with them, either to come back to the
female house, or to pay home visits to them. For those without a
telephone, letters were sent. In the letters, the purpose of the
interview and the time when the researcher would pay home visit
were stated. Subjects were asked to call to the wardens of the'
female house if the time for interview were inconvenient for them.
63 of the subjects were successfully located. Of these,
10 were hospitalized as learnt from their family members. 2 were
dead while 1 was in U.S.A. 7 refused to respond, 3 because of their
unstable mental condition as reported by their family members where-
as 4 refused to have any communication with the female house. Thus
of the 63 located, only 43 completed the interview. For those un-
located, either they had moved out from their address or their add-
ress was incorrectly stated. (N= 23) The low response rate was
expected considering that the female halfway house has a history of
10 years. Certainly many , ex-residents may have become re-
hospitalized or moved out from their address. Hence, the small
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number of subjects in this study may not be representative of the
female halfway house population. Findings obtained from this study
can be generalized only directly to all the subjects studied with-
out inference about the population.-
Of those completing the interview, other than asking them
to fill the questionnaire, they were also asked on several aspects:
whether they have follow-up treatments, whether they were on daily
medication, their state of employment, their general feelings about
their illness and also areas of difficulty. Such information was
obtained firstly to locate possible problem cases for the aftercare
worker of the house, secondly to assess if the subjects were medical-
ly stable to give true responses to the questionnaire. Of these
interviewed, one had ceased follow-up treatment for two years and
was obviously mentally disturbed at the time of interview. The
responses she gave was absurd so she was eliminated from the list of
subjects. Of the rest, three more had ceased follow-up treatments
of their own accord. One felt the need for rehospitalization yet
at the time of interview, these subjects were observed to be mentally
stable so they were not eliminated from the study. Altogether, 42
ex-residents constituted the subjects of the present study.
4.2. Problem of missing data
Missing data were present in both the social support quest-
ionnaire and the community adjustment questionnaire. Some of the
items in both questionnaire had over 1/3 of the reponses missing
suggesting inappriateness of these items in applying to the Chinese
population. in the social support scale,missing data were concent-
rated in the instrumental-expressive support items, five of these
items had over 1 /3 missing values. These items were question 6
(not having a satisfactory sex life), Q.13 (problems with children),
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Q.17 (not having children), Q.20 (problems with spouse) Q.23
(problems with in-laws). Incidentally, these questions measured
family support. Where half of the subjects in the present study
were singleton or divorcee, there was no wonder that so many missing
data were present in these items. The decision therefore was to
eliminate all these items from the instrumental-expressive support
Scale, so that subsequent analysis could be based on all of the 42
cases. This reduces error in subsequent computation but support from
the family is not analyzed.
In the community adjustment questionnaire, missing data
were present in some of the items measuring social activities and
leisure activities. Item having 1/3 of the eases missing was Q.12
in Pt. 3, (help in the care and training of children). In this item,
it had been explained to the subjects that in answering this question,
it was not necessary that the subjects had children, but it sufficed
if the community or family setting she lived in expected her to help
in caring for other people's children. Despite this, many subjects
.still responded with Uid not apply'meaning the environment makes it
impossible for the subject to perform this activity. Questions having
similar problem were Q.13 in Pt. 3 (go to church), which had been
modified to include Buddhists'temple, Q. 2 in Pt 5 (work in the garden
or yard) which had been modified to take care of house plants,
Q. 12 in Pt 5 (bowl or other sports) which had been modified to
ball games and related activities, and Q. 11 in Pt. 6 (take part
in community or church work) Other questions having less than 1/3
missing cases were Q. 6 (write letters), Q. 17 dew, crochet or knit),
Q. 18 (read), Q. 19 (go to the library), in Pt. 5 and Pt. 6.
Whereas, in the American study, questions frequently creating problems
for the does not apply responses are Q. 3 (visit relatives), Q. 6
(help with or do own family budget), Q. 10 (get along with neighbours),
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Q.11 (help with, or do own family shopping), Q.15 (work), Q.16
(support the family or self) in S2, S3, R2 and R3, and also Q.2
(work in the garden, or yard), Q .17 (sew, Crochet or knit), Q. 21
(take courses at home) Q.22 (go to school) in S4, S5, R4 and R5,
(Lowery Katz, 1976). Since missing data are expected to be presents
they were dealt with following the original authors' instruction,
by substituting the total scale score with average item score.
4.3. Factor analysis
Factor analysis was conducted for the 21 items in the
instrumental-expressive support scale. (The 5 items on family support
with large number of missing cases were excluded in the analysis).
Using principal component analysis, orthogonal solution, varimax
rotation? 7 factors were resulted. Based on their face validity,
these factors were constructed as new variables underlying the
instrumental-expressive support scale. These factors, their factor
loadings 2, their latent roots and.'percentage of variance accounted
for are presented in table 4.3.1.
Of the seven factors, five of them had latent root
(eigenvalue), which is an expression of the variance accounted for
by the factor greater than'l,Totally they explained 86% of the variance
in the factor analysis. One continuing concern in factor analysis
is the problem of how many factors to preserve for further analysis.
1. Principal component analysis is a method of extracting a maximum
amount of variance as each factor is calculated, orthogonal solution
means the set of variance.is independent to one another, varimax
rotation is a way of simplifying the factor structure as obtained
from principal component analysis so that each variable is accounted
for by a single significant common factor. For more understanding of
factor analysis, please refer to any books on multivariate analysis.
2. Factor loading is a coefficient- a positive or negative decimal
number usually less than 1- that expresses how much an observed
variable is loaded or saturated on a factor. Loadings equal
to or greater than .40 (or sometimes .30) are considered large
enough to warrant interpretation i.e. representative of the factor.
See Kerlinger 1979, P. 180- 189.
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TABLE 4.3.1
FACTOR ANALYSIS OF INSTRUMENTAL-EXPRESSIVE SUPPORT SCALE
( N=42)
Loadings on of explained
Items Latent root
Factors variance
Monetary Problems Factor 1 3.359 28.5
problems managing money .656
not enough money to do things .734
not enough money to get by .936
Communication Problems Factor 2 2.436 20.7
problems communicating with
others .630
not enough responsbilities .437
not having someone who
understands
.695
Demands Factor 3 1.925 16.3
too many responsibilities .499
too little leisure time .581
.623not having satisfying job
not enough close friends .585
'Sence of Isolation Factor 4 1.363 11.6
not having a close companion .465
no one to depend on .758
---. 6 61not seeing enough of people
close to
no. one to show love and .446
affection
Sense of Powerlessness I Factor 5 8.91.045
problems in deciding on
how to spend money .665
feeling too controlled by other. .599
having too much time on hand .577
Dissatisfaction with Marital
status Factor 6 .877 7.4
dissatisfied with status
(married, single) .628
Dissatisfaction with self Factor 7 .770 6.5
too many demands on time .400
too dependent on others .491
conflicts with people close tc .640
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Kaiser (1960) recommends to use only those factors with corresponding
latent roots greater than 1. But as Lin et al.(1981) remark, items
that do not form in-co the clusters may either be meaningless items,
or simply that investigator had not enough items examining the same
substantive dimensions that were included for scaling. They may
therefore not necessarily be bad items. Hence in this analysis, all
the seven factors were entered into further analysis.
Factor scores3 for the individual cases were subsequently
constructed from these seven factors. Factor scores are measures of
individuals on factors (Kerlinger, 1973, P. 676). They are weighted
averages, weighted according to the factor loadings, These factor
scores therefore constitute scale scores for the seven new variables
so constructed from the factor analysis, i.e., monetary problems,*
communication problem.'.demands,sense of isolation, sense of power-
lessness, dissatisfaction with marital status and dissatisfaction with
self. Monetary problems and demands fall into the instrumental
dimension whereas the rest fall into the expressive dimension.
3. Factor scores are obtained by the formula:
f= Fz
where f= factor score of an individual for each factor.
F= factor score coefficient which is weight to estimate
factors from variables. This is obtained by multiplying
_ the rotated factor structure matrix with the inverse of
the correlation matrix.
Z= standardized values of the variables which have been
factor analyzed.




Cronbach's alpha coefficient4 was used to examine the
reliability of the various sub-scales. Alpha is equivalent to the
mean of all split-half coefficients resulting from different split-
tings of a test. It eliminates the errors due to item sampling in
split-half test, and is therefore considered more efficient than
the latter in testing reliability of a scale. By convention, an
alpha coefficient of .7 or above is considered reflecting high
internal consitency of a scale. Whereas a coefficient of below
.5, a low internal consistency.
The alpha coefficients of the various sub-scales are
presented in table 4.4.1.
TABLE 4.4.1
RELIABILITY TEST OF THE SUB-SCALES
( N=42)




satisfaction items 2 .784
KAS FORM Si 55 .939
KAS FORM S2 16 .591*
KAS FORM S3 16 585*
KAS FORM S4 22 780*
KASFORM S5 22 848*
4. Cronbach's alpha coefficiect is calculated from the formula:
Where K= number of items in the scale.
S(i)2= variance of the measuring instrument item.
ST2 = variance of the sum over K items.
see Nie etal, 1979. P. 125
In computing alpha using the SPSS computer programme, option 1 is used
which include all cases in the calculation regardless of any missing
data values which may be defined. In this case, a missing value is coded
as 0. The inclusion of missing values in the calculation may result in
only an estimate of the alpha.
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All of the sub-scales are considered reliable as they do
not have a coefficient falling below .5. Note particularly the
Lowenthal-Haven-Kapj.an items which have a coefficient of .975
reflecting high internal consistency. In Lin etal's original study,
these items are not consistent. This reflects the cultural difference
in applying this sub-scale. it also justifies the researcher's
decision to use the scale as a whole instead of individual items which




PROFILE OF THE FEMALE EX-RESIDENTS
A profile of the female ex-residents living in the community
being interviewed( N= 42) is presented in this chapter, which may
aid in understanding the characteristics of female psychiatric
patients admitted to the halfway house.
5.1. Age
The age of the respondents range from 23 to 67. Their age
distribution is presented in table 5.1.1. Because information is not
collected on the other ex-residents falling outside this study, it is
impossible to estimate if the present sample is representative of the
total population. Yet a comparison with the statistics of the total
population up to 1978 gives some rough idea (table 5.1.2.).
As can be seen from table 5.1.2, the dominant age group of
the female psychiatric population discharged from the halfway house
is the age group (31-40), amounting to 33% of the total dischargees.
TABLE 5.1.1
AGE DISTRIBUTION OF THE RESPONDENTS( N=42)
Under 20 21- 30 31- 40 41- 50 Over 50 Total
N 0 12 5 17 8 42
% 0 29 12 40 19 100
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TABLE 5.1.2
AGE DISTRIBUTION OF THE FEMALE EX-
RESIDENTS DISCHARGED FROM 1972 to 1978.
( N=118)
under 20 21- 30 31- 40 41- 50 over 50 Total
N 6 24 39 24 25 118
% 5 20 33 20 22 100
Yet, in the present study, this age group is under represented (only
12% of the total sample.) If the number of this age group in the
present study is divided by the number in table 5.1.2, it can be
seen that in this study, only 13% of the total dischargees in this age
group were interviewed. But for the other age groups, if similar
procedure is carried out,, the percentage is 50%, 71%, 32% respectively
for the age group (21-30), (41-50), and (OVER 50). Hence except for
the age group (31-40), the subjects in the present sample is more or
less representative of the total population.
5.2. Marital status
The distribution of maritas status of the respondents is
presented in table 5.2.1. As can be seen from the table, only a small
percentage of the respondents are presently married. The rest are
single, divorced or widowed. Though among the singletons, some of
the younger patients may be living together with their parent family,
it can be, safely inferred that family support for many of the ex-
residents are not present.
SOURCE: Fanny M.C. CHEUNG, 'Residential rehabilitation: Evaluation
of halfway houses for the mentally ill, paper presented at the 6th
Pan Pacific Conference of Rehabilitation International in Korea,
April, 79.
The number is based on the total number of residents discharged,
including 15 who became hospitalized.
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TABLE 5.2.1









The educational attainment of the respondents is presented
in table 5.3.1. As can be seen, most of the respondents receive low
education. Even among the 3 who have post secondary education, none
of them( as learnt from interview), are university graduates. One
has nurses' training, the other incomplete college education while
the third, college education from China.
TABLE 5.3.1










The distribution of income among the respondents is presented
in table 5.4.1. The group having no income is a group of housewives,
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or who are presently unemployed. The group having income below $500
are also a group of unemployed but they are depending on long term
public assistance. Two of them in this group are doing sheltered
work in the hospital while two are doing handicrafts at home. The
group having income of $500 to $1000 are all factory workers, mainly
engaging in non-skilled work. Their incomes are close to $900- $1000
but seldom rise above $1000. However, many regard this income as
sufficient to maintain their living and many even have a lot of savings.
The group having income above $1000 but falling below $1500 are also
factory workers, and one is a cleaning worker in a resturant. Many of
them in this group are working overtime that raises their income sub-
stantially. Also among this group, as learnt from interview, most
of them have been working in the same job and in the same factory for
more than two or three years which partly accounts for their higher
income as compared with the other group of factory workers. For those
having income above $1500, all of them are engaging in non-factory
work, e.g. one is a nurse, one is a salesgirl while the other is a
school labourer. Overall speaking, majority of the ex-residents are
engaged in meaningful occupation, being housewives or workers. Only
a small portion are on public assistance or sheltered work.
TABLE 5.4.1










5.5. Types of cohabittee
What is the living arrangement for the respondents? This
is examined by classifying them according to with whom they live
together. Table 5.5.1 gives the picture. Only a small portion-
are living by themselves. The rest are either living with their
family, with relatives or friends, or with ex-residents. One falls
outside all the 4 categories because she is living in the hostel of
a hospital, being a nurse. For those living with ex-residents, they
are dwellers of public housing, who had been arranged by the female
house to live in groups after discharge.
TABLE 5.5.1









5.6. Types of housing
What is the general condition of housing for the respond-
ents? This is examined through classifying them into the types of
housing they live in and their-conditions of living.
As can be seen from the 2 tables, the living conditions
of the respondents do not appear too bad, majority of them are living
in public housing and occupying a whole flat while only 4 are living
in huts and 5 in bed space. Those living in public housing certainly
enjoy better living condition but for those living in private tenament
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TABLE 5.6.1




PUBLIC HOUSING 25 60




LIVING CONDITIONS OF THE RESPONDENTS
( N=42)
N %




flats, their condition is not so ideal. At home visits, most of
them were found to be living in very crowded condition, sometimes
a flat housed about 30 persons. Certainly, the conditions of these
ex-residents deserved some attention from the female halfway house
and if possible, public housing should be arranged for these
ex-residents.
5.7. Involvement with the halfway house
Involvement with the halfway house has been posed as an
important variable influencing community adjustment of the psychiatric
patients. In this study, involvement is measured by the respondents'
.subjective rating of whether she has continuous contacts with the
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female house in the past one or two years after discharge. The
result is presented in table 5.7.1.
TABLE 5.7.1
INVOLVEMENT OF THE RESPONDENTS WITH






Most of the time 1 2
total 42 100
Considered that for those having contacts, most of the
response category falls into sometimes, this variable is re-classified
into 2 categories: Yes contact and No contact. Hence 19 of the ex-
residents do not have contact with the female house in the past one
or two years whereas 23 have. Most of the respondents having contacts
with the female halfway house are those who are presently handled by
the aftercare worker as active cases. A few fall outside this category
and they have contacts with the house mainly because of their good
relationship established with the wardens.
5.8. Illness
From the respondents' medical referrals kept in the records
of the female halfway house, the wardens were asked to fill in the
diagnosis of each respondent. The question was open-ended. However,
major illness falls into the schizophrenic types while the rest are
epilepsy, depression, hypochondria, psychosis etc. To simplify it,
those falling into the schizophrenic type are classified in one
category while the rest into another category. The distribution is
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presented in Table 5.8.1.
TABLE 5.8.1






The findings in this table is similar to that found in the
literature review: that most of the psychiatric patients admitted
to the halfway house belong to the schizophrenic type.
5.9. Number of hospitalization
Both the respondents and the wardens were asked to fill
in this question. The wardens based their information on the medical
referrals of the respondents while the respondents, on their own,
memory. This ensures that if the ex-.resident got rehospitalized
after discharge from the halfway house, which the wardens may not
know, still the correct information may be entered. However, the
findings turned out to be mainly relying on the information of the
wardens since most of the residents could not recall their number
of hospitalization.
For this group of respondents, the number of hospitalization
ranges from one to 14. The distribution is presented in table 5.9.1.
The number of hospitalization does not reflect the seriousness
of the-illness, because those hospitalized once may be hospitalized
for more than 1 or 2 years whereas those hospitalized a few times
may be in and out of the hospitalization, each time staying only for
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a few days or weeks. Hence the cutting point in this category is made
arbitrary, just for simplicity of presentation.
TABLE 5.9.1





3- 4 Times 13 31
5 times or more 8 19
total 42 100
5.10. Total cumulative length of hospitalization
Total cumulative length of hospitalization may reflect
which of the respondents are chronic patients and which are not. This
question is again based on the information of the wardens. However,
since some of the information contained in the medical referrals is
incomplete, missing values are present in some of the cases. The
length of hospitalization of the respondents ranges from three months
to more than 10 years. The distribution is presented in table 5.10.1
TABLE 5.10.1
LENGTH OF HOSPITALIZATION OF THE RESPONDENTS
(N=32)
N %
BELOW 12 MONTHS 13 41
13- 24 MONTHS 6 19
25- 48 MONTHS 5 15
49 MONTHS ABOVE 8 25
Total 32 100
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If being hospitalized for over 4 years is considered
chronic patients, then only a small percentage of the respondents
falls into this category whereas most are hospitalized below 1 year.
Yet this information is distorted due to the relatively large number
of missing cases.
5.11. Distance between first and last hospitalization
This information is obtained to give a rough picture
of the duration of illness. Information is agin obtained from the
wardens. Since some of the information is incomplete, missing cases
are present. The distribution is presented in table 5.11.1.
TABLE 5.11 .1
DISTANCE BETWEEN FIRST AND LAST HOSPITALIZATION
OF THE RESPONDENTS( N=36)
%N
2590
7 19Below 1 year
8 2236- 60 months
72 months above 3412
36 100Total
Note the figure obtained is only a rough estimate
of the duration of illenss. Patients staying in the community
do not mean they are cured,at most, it can only be inferred
that the more serious illness symptoms have been remitted
(or else, they will be hospitalized again.)
5.12. Length of last discharge from hospital
This information gives an estimate of how long the
respondents have been staying in the community since the last hospital-
ization. The length of discharge varies from below 1 year to 10 years.
The distribution is given in table 5.12.1.
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TABLE 5.12.1
LENGTH OF LAST DISCHARGE FROM THE HOSPITAL
FOR THE RESPONDENTS( N=41)
N %
BELOW 2 Year 12 29
3- 4 Year 9 22
5- 6 Year 12 29
7 Year and over 8 20
100Total 41
From this table, it seems that majority of the respondents
have been staying in the community for quite a long time, some
without relapsing to the hospital for more than 7 years. Yet, as
indicated in the literature review, default of rehospitalization
cannot be simply taken as indicating good community adjustment.
5.13. Number of admissions to female halfway house
This information is obtained to see if the respondents
have more than one admissions to the female halfway house. Although
among the halfway house population, many of the ex-residents have
more than one admission, yet among this group of subjects, only
5 have more than 1 admissions, 4 being admitted twice while 1, three
times.
Related to this information is the question on the
distance of time between the first admission to the female house and
the last one. Since majority of the residents have only one admission,
this information is not further analyzed.
5.14. Length of stay in the female house
Respondents have been staying in the female halfway house
from one month to more than 8 years. As a transitional hostel,
residents are expected to stay in the house six months up to one year.
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A stay below 6 months mayytoo short for rehabilitation purposes
and indicates more that the residents could not adjust well in
the house and so get discharged early. Hence 6 months to 1 year is
considered a normal period of stay while 18 months is also acceptable.
Beyond this, the house functions more like a chronic ward to the
residents. This, however, may not be bad as one study has shown that
longer stay in the halfway house predicts fewer relapses after discharge.
The length of stay in the female house for the respondents
is presented in table 5.14.1.
TABLE 5.14.1
LENGTH OF STAY IN THE FEMALE HOUSE FOR
THE RESPONDENTS(. N= 4 2)
N %
1- 6 months 12 29
7- 12 months 9 21
13 -18 months 11 26
19 months over 10 24
total 42 100
From the table, it can be seen that most of the respondents
are not perenial stayers. Only 10 stay for more than 18 months in
the female house among these, 4 have stayed for over 2 years.
5.15. Length'of'discharge'from'female halfway house
in this study, respondents have been discharged from
the female halfway house from two months up to 10 years. The
distribution is given in table 5.15.1.
From this table, it can be seen that most of the respondents
are recent dischargees. This is no surprise because the shorter the
length of discharge from the female halfway house, the more easy it
is to locate them since their addresses are more updated.
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TABLE 5.15.1
LENGTH OF DISCHARGE FROM THE FEMALE
HALFWAY HOUSE FOR THE RESPONDENTS
(N=42)
N
Below 12 months 12 29
13- 36 months 14 33
37- 60 months 9 21
7 17over 5 years
total 42 100
5.16. Summary
Overall speaking, the respondents in this study are a
group of late-teen to middle-age women, majority are singletons or
divorcees, have low education and financial self-sufficiency.
Most are living with their family or friends or ex-residents, in
public housing estates. While those living in private housing do
not have a satisfactory living environment, no complaints have been
heard from them reflecting their general compliance to environmental
stress. Only slightly over half of.the respondents have continuous
contacts with the halfway house after discharge and they are observed
to be the more active patients,participating in most of the activities
organized by the house. Most of their diagnosis are schizophrenia
and majority-of them have been hospitalized more than once. Yet, not
too many of them are chronic patients. Majority of them have been
discharged from the hospital for more than two years, suggesting stable
medical condition. Over half of the respondents have only 1 admission to
the female house and most of them stay in the house for a period
for 1-to 18 months. Most of them have been discharged from the
female halfway house for under 3 years.
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Based on the above findings, this group of respondents
seem to be adjusting well in the community: financial self sufficient,
adequate housing, mentally stable,(in the sense that there is no serious
disturbing symptoms.) Yet, whether this conclusion is true has yet to




SUPPORT SYSTEM AND COMMUNITY ADJUSTMENT
The major focus of this study is the relationship between
support system and community adjustment of the psychiatric patients.
However, before any bivariate analysis is made, the levels of support
system as available to the respondents and also their community
adjustment level are presented in this chapter, in the form of
frequency tables.
6.1. Support system
1) The Lowenthal-Haven-Kaplan Items.
The Lowenthal-Haven-Kaplan Items are the first sub-scale of
the Social Support scale which measures different aspects of support.
This sub-scale measures the presence of a confidant and is indicative
of an intimate relationship. The scores in the different items of
this sub-scale are summed up to form a total score.
The first question in this sub-scale asks the respondent
whether she has a confidant or not. If the answer is yes, the
respondent proceeds to the other questions in the sub-scale, otherwise,
zero score is entered for all the items. Among the respondents, 24
indicated the presence of a confidant while 18 did not. The following
analysis of this sub-scale is-based on these 24 respondents who have
a confidant.
First, the respondents were asked to indicate their relation-
ship with the confidant. This question is open-end, but the responses
can be grouped into 4 categories, which is presented in table 6.1.1.
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TABLE 6.1 .1





Fri end 10 42
professional 5 20
total 24 [00
For those respondents naming their confidant being their
family members, they refer to members of their immediate family such
as parents or husband. Relatives fall into a wider category and
include cousins, aunt and sister-in-law. The category of friends
include friends, ex-residents, residents or former hospital patients.
Professionals refer to the aftercare worker of the female house,
the wardens, doctors and clergy. in this category, only two named
the halfway house personnel as their confidant. Overall speaking,
respondents tend more to regard their friends as confidant.
Then the respondents were asked whether their relationship
with the confidant named has been changed in the past e.g. from
friend to husband or from ex-resident to present room-mate. However,
none indicated any change of relationship.
After-that, the relationship with the confidant was elaborated
in seven aspects. These variables and the frequency distribution is
presented in table 6.1.2.
The degree of intensity varies from high to low. The first
category indicates high intensity whereas the third, neutral intensity.
From the fourth category upwards, negative intensity is indicated.
From this table, it is clear that most of the respondents have frequent
.contacts with their confidant, are willing-to talk problems with the
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TABLE 6.1.2
ASPECTS OF RELATIONSHIP WITH THE CONFIDANT
(N='24)
. Degree of-Intensity
1 2 3 4 5
Durability 6 7 4 2 5
(25%) .(29%) (17%) (8%) (21%)
Frequency of contacts 12 1 8 2 1
(50%). (4%) (33%) (8i) (4%)
Density 10 3 8 1 2
(42%) (13%) (33%) (4%) (8%)
Directedness 10 0 7 3 4
(42%) (0%) (29%) (13%) (17%):-'
Reachability 8 9 4 1 2
(33%) (38%) (17%) (4%) (8%)
Content 11 10 3 0 0
(46%) (42%) (13%) (0%) (0%)
Importance 7 6 3 8 0
(29%). (25%). (13%) (33%) (0%)
confidant and feel quite free in talking with the confidant. Yet in
terms of importance, 33% classify the confidant as being not. important
to them. Since this is not followed up in the interview why the
confidant is not important to them, no conclusion can be drawn to
explain this fact. Yet, perhaps this gives clues to the fact that
psychiatric patients tend to have negative network orientation, so
that they tend not to view their network as important sources of support,
as literature review has shown.
The seven items are summed up to form a total score of the
confidant scale. The scores have a possible range from 7 to 35, a low
score indicates high support from the confidant. The respondents in
this study have a score range from 7 to 31 (excluding those who do not
have a confidant). Their distributions are presented in table 6.1.3.
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TABLE 6.1. 3
RESPONDENTS' SCORES IN THE CONFIDANT SCALE
( N=24)
CONFIDANT SUPPORT N %
HIGH 7- 14 8 33
MED 15- 28 15 63
LOW 29- 42 1 4
total 24 100
If those respondents not having a confidant are grouped into
the low confidant support category (i.e. 29- 42), then 19 respondents
have low support whereas 23 have medium or high support. This table
illustrates the respondents tend.' to have support of a confidant, but if
support is available at all, majority falls into the medium support
category.
2) Neighbourhood and Community Support Items
The neighbourhood and community support items measure two
aspects: whether the neighbourhood and the community is supportive
to the individual. The frequency distribution of the two questions
is presented in table. 6.1.4.
TABLE 6.1.4
NEIGHBOURHOOD AND COMMUNITY SATISFACTION
( N=42)
DEGREE OF SATISFACTION A
1 2 3 4
NEI GHBO URHOOU 9 26 5 2
(21%) (62%) (12%) (5%)
COMMUNITY 14 20 5 3
(33%) (48%) (12%) (7%)
1 1 2= satisfaction, 3 4= dissatisfaction
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It is seen from this table that generally, the respondents
feel the environment is satisfactory to them. Asked why they were
satisfied with the nei ghbo urhood and the community, most of the
respondents replied that their neighbours do not interfere with their
daily life whereas it is easy to find job in the community. (28 of the
respondents live in East Kowloon area which has a lot of job opportunities
offered.) Similarly for those expressing dissatisfaction, dissatisfaction
arises mainly out of the neighbours' interference with their lives like
gossips etc. As a consequence, they also do not consider the community
supportive to them. Hence to this group of respondents, supports from
the neighbourhood are expressed in non-interference of the neighbours
whereas support in the community refers to the job opportunities offered.
The two items are summed up to form a total score. The
distribution is presented in table 6.1.5.
TABLE 6.1 .5
RESPONDENTS' SCORES IN THE NEIGHBOURHOOD
AND COMMUNITY SUPPORT ITEMS
( N=42)
%NEIGHBOURHOOD COMMUNITY SUPPORT N
HI GIy 2- 3 17 40.5
MED 4- 5 19 45.2
LOW 6- 8 6 14.3
total 42 100
The finding is similar to that when the two separate
items are analyzed. Most respondents tend to view the neighbourhood
and community as supportive to them, .though in a restricted sense.
3) Instrumental- Expressive Support Items
These items measure the activities or aspects that may
provide( or jeopardize) either instrumental or expressive support
63
to the individual. The frequency distribution of these 26 items is
presented in table 6.1.6, which gives a picture of the level of
supports available to the respondents.
As can be seen from the table, most of the items have
response category falling into the sometimes or rarely category,
indicating lack of problem in these areas. Particularly with some
items, like managing money, deciding on how to spend money, too
many demands on time,the response tended to be skewed. But for some
of the items dealing with emotion, like feeling controlled by others,
communication problems etc, the frequency distribution is more even.
This reflects either the respondents have less problem in instrumental
support or that the instrument fails to tap well their responses in
this area.
No summary table is presented for this sub-scale because
factor scores derived from factor analysis constitute the scale scores
• -for the new sub-scales derived. (Please refer back to section 4.3).
6.2. Community Adjustment
1) Clinical Adjustment
Form Si measures somatic discomforts in 55 items, and the
score in each item sums up to form the total score. The total score
has a possible range from 55 to 220, low scores indicating good clinical
adjustment. In this study, the scores of the respondent range from
56 to 134. Since the scale does not provide any absolute cutting points,
the scores of the respondents are divided into three even categories.
That means those in the first category have better clinical adjustment
than the second and third category. Clinical adjustment of the
respondents is therefore measured in terms of their relative position









PROBLEM AREAS N N N N N
1. managing money 2 1 11 28 42
2. not having close companior 9 5 11 17 42
3. too many responsibilities 5 5 9 23 42
4. no one to depend on 2 12 13 15 42
5.' too many demands on time 1 1 6 34 42
6. no satisfactory sex life 0 3 6 17 23
2 5 13 22 427. communication problem
8. not seeing enough of
people close to 7 4 9 20 40
9. deciding on how to spend
money 4 0 2 36 42
10. not enough responsibility 6 1 8 27 42
11. too little leisure time 4 4 6 28 42
12. not enough money to
do things 4 3 11 24 42
13. problems with children 2 0 3 12 17
14. no satisfying job 1. 1 7 25 36
15. too controlled by others 7 3 8 23 41
16. not enough money to get by 2 3 12 25 42
17. not -having children 5 2 3 19 29
18. dissatisfied with
marital status
1 2 8 30 42
19 not enough close
friends 5 9 10 18 42
20., problem with spouse 1 2 5 5 13
21. no one to show love 3 8 13 18 42
and affection
22. too dependent on_ 4 7 10 21 42
others
23. problem with in-law 0 2 1 7 10
24. no one to understand 6 8 12 16 42
problem
25. too much time on 5 6 4 27 42
hand
26. conflicts with people 0 4 18 20 42
close to
the N is smaller than 42 in some cases because of missing cases.
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TABLE 6.2.1










In terms of adjustment, most of the respondents fall into
the high adjustment category with a score from 56 to 81, accounting
for 54.8% of the total respondents. However, since the cutting
point is made arbitrary, it gives no indication of how well the
respondents are adjusting in the community. As a whole group, these
respondents have a group means of 82.9 in this sub-scale. Compared
to the study by Katz and Lyerly (1963) using two criterion groups, with
the result that the group clinically judged to be well adjusted had a
group means of 59.7., whereas the group poorly adjusted had a group
means of 73.3, it gives some idea that the respondents in this study
appear more poorly adjusted than well adjusted. Of course, this remark
has to be made-with some reservation since cultural difference may not
make the two studies comparable. Nevertheless, it does seem that
somatic discomforts are quite prevalent in the respondents.
Another question is that the Form S1 measures mainly depression,
it does not directly measure schizophrenia symptoms like delusions,
hallucination. Some of the respondents in the study do reveal to the
researcher that some schizophrenia symptoms are present in them like
hearing sounds. Hence, in interpretating clinical adjustment of the
respondents, it has to be limited to depressive mood.
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2) Level of performance of socially-exprected activities.
This form measures family and social respons.ibilities,social
activities, self-care, home adjustment and community activities. These
items sum up to form total score, and a high score indicates good adjust-
ment in this aspect. Since missing cases are expected to be present in
this form, average item score is calculated. The scores are simplified
into 2 categories: score from 1 to 2 indicates high performace in this
aspect, whereas 2.1 to3, low performance. The distribution is presented
in table 6.2.2.
TABLE 6.2.2








From the table, it seems more of the respondents are-adjusting
poorly in this aspect. 1rn this form, the activities most respondents
do not do include visit friends, visit relatives, entertain friends at
home, go to parties or social activities, go to church,takes up hobbies.
(as examined from the frequency distribution in appendix C). What
they do are mainly home adjustment activities like self-care, family
budgeting, getting along with family members, or neighbours, family
shopping, work and supporting oneself. Hence from this analysis,
it seems that most of the respondents have good adjustment in the home
care aspects whereas overall adjustment is poor.
3) Level of expectation of socia-ly expected activities
This form is similar to the above form. The distribution is
presented in table 6.2.3.
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TABLE 6.2.3








From this table, it seems that most of the respondents do not
have high expectation, which means they are relatively satisfied with
their present level of performance. What they do not expect themselves
to be doing are also social activities such as visit friends, visit re-
latives, entertain friends at home, take up hobbies, go to church etc.
Hence, overall speaking, some of the respondents appear to be an isolated
group, with few social activities.
4) Level of satisfaction with social performance.
This measure, derived from the discrepancy between the.,expect-
ations (S3) and activities (S2), reflects the respondents's level of
dissatisfaction with social performance. Where the S2 score is greater
than the S3 scorethe difference is recorded as zero, meaning no
discrepancy. The sum of difference between the two scores is then divided
by the total score in S3, the score obtained become the discrepancy
score. The higher the score, the more the discrepancy, meaning that the
respondent is not satisfied with his social performance. For simplicity
of presentation, the discrepancy scores are divided into high, low
category.The distribution is presented in table 6.2.4.
The findings are the same as in table 6.2.3, suggesting that
those respondents who have low expectation of social performance also
.have low dissatisfaction with social performance, meaning they do not
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TABLE 6.2.4









have any aspiration to improve their level of social performance. Low
aspiration may induce less stress to the psychiatric patients which
may be one of the mechanisms to cope with the daily problems in life.
Hence, for this group of contented patients, low aspiration may imply
good adjustment for themselves as they are less prone to stress. But low
aspiration also suggests withdrawal, and this is not considered a healthy
aspect of community adjustment.
5) Level of performance of free time activities
The 23 items in this form cover hobbies, social and community
activities and self-improvement activities. The 23 items summed up to
form a total score and a low score, in this case, indicates good
adjustment in leisure activities. The frequency distribution of the
respondents' scores is presented in table 6.2.5.
TABLE 6.2.5















time activities. Over half of the respondents record that they practic-
ally never do most of the leisure activities as mentioned in this form.
The items that more of the respondents are doing frequently or sometimes
are home activities like work in and around the house, watch television,
shop, read, just sit and think. Again, the findings suggest the respon-
dents are an isolated group, never integrated into the mainstream of
community life.
6) Level of expectation of leisure activities
The last form in the community adjustment scale measures
whether the respondent is satisfied with his leisure activities. The
scale is a two point scale, a score of 1 meaning satisfaction with
leisure activities and a score of 2, dissatisfaction. The distribution
of this form is presented in table'6.2.6.
TABLE* 6.2.6








Although the level of performance of free time activities
of the respondents is so low, only 12 of the respondents are not
satisfied with it. Again, it confirms the findings that the respondents
are an isolated group, with no aspiration to improve their level of
performance of leisure activities.
6.3. Summary
The findings reveal that overall speaking, the respondents are
.not in lack of support. More than half of the respondents have a confidant
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and of these, 8 have very intimate relationship with the confidant while
15, moderate. However, not all respondents having a confidant rate this
confidant as important to them. In community and neighbourhood'
support, more of the respondents are satisfied with the environment they
live in. Satisfaction mainly come from two source: non-interference from
neighbours and easy access to jobs. In terms of instrumental support,
the respondents do not have great problems in this area whereas for ex-
pressive supports, more respondents are experiencing some kinds of
difficulty in this area.
As regards community adjustment, more respondents have less
symptom discomforts. But the group as a whole experienced more symptom
discomforts than a group of clinically judged to be poorly adjusted
patients in western findings. However, this statement has to be
made with some reservation considering cultural difference and also
difference in study design. For adjustment in the social aspects, more
of the respondents are doing poorly in all aspects. The findings do
suggest that this group of respondents are leading an isolated life




ASSOCIATION BETWEEN SUPPORT SYSTEM
AND COMMUNITY ADJUSTMENT
7.1. Association between support system and community adjustment
The association between support system and community adjustment
is examined in a correlation matrix between the support system variables
and the community adjustment variables. Pearson's r is employed to
describe and summarize the strength and direction of association as both
factor scores and average item scores in the sub-scales are treated as
interval scores. The analysis is based on all the 42 cases. Missing data
in the community adjustment sub-scales are dealt with by replacing total
scale scores with average item scores. Missing data in factor analysis
is dealt with by producing weighted factor scores when missing data are
encountered (Nie,etal, 1975, P.489-490).
The correlation matrix is presented in table 7.1.1. The
findings are used to test hypothesis 1 and 2, which are: support system
is positively related with community adjustment and instrumental and
expressive supports are more cruical in determining community adjustment
of the psychiatric patients.
Examining the columns in the correlation matrix, it is found
that symptom discomforts have a relatively stronger association with
communication problems, sense of powerlessness, dissatisfaction with marital
status, dissatisfaction with self. The direction is negative indicating
an inverse relationship. Since in the instrumental and expressive support




SUPPORT SYSTEM AND COMMUNITY ADJUSTMENT
(N=42)
SYMPTOM SOCIAL SOCIAL LEISURE LEISURE
ACTIVITIES DISCREPANCY ACTIVITIES
DISCOMFORTS ACTIVITIES EXPECTATION ACTIVITIES EXPECTATION
MONETARY PROBLEM
.0075 .0637 -.2312 -.2324
.2676 -.2534
COMMUNICATION PROBLEM -.3690 -.0300 .0114 .0892
-.0439 .1703
DEMANDS -.1130 -.1008












-.2840 -.0870 .0710 .2682
-.1646HARITAL STATUS
DISSATISFACTION WITH











in symptom discomforts, a low score indicates lack of symptarris hence
high adjustment in this area, the findings can be interpreted as: the
lower the support in communication problems, sense of powerlessness,
dissatisfaction with marital status, dissatisfaction with self, the
higher the presence of symptom discomforts hence poor adjustment.
Pearson's r is also a PRE measuse, its square gives the proportionate
reduction in error in predicting the dependent variable. Hence from
this table, it can be interpreted that knowing communication problem,
14% of error in predicting symptom discomforts can be reduced, similarly
for sense of powerlessness, 14%, dissatisfaction with mari't.al status, 6%
and dissatisfaction with self 210. incidentally, all of these variable
fall into the expressive dimension. Hence, the conclusion to be_drawn is that
lack of expressive supports predicts poor adjustment in symptom discomforts,
though the association is not too strong.
Symptom discomforts also have a strong association with neigh-
bourhood and community satisfaction and in a positive direction. Since
low scores in the neighbourhood and community support scale indicates
high satisfaction in this area, the findings can be intrepreted as
having neighbourhood and community support predicts good adjustment in
symptom discomforts, and also knowing neighbourhood and community support,
we can reduce 5% of error in predicting symptom discomforts.
Examining the second column, social activities have a stronger
association with dissatisfaction with marital status, dissatisfaction
with self and with confidant and neighbourhood and community support.
Since in social activities, a low scores indicates low level of performance,
the findings are interpreted as: low support in the variable dissatis-
faction with marital status is associated with high level of performance
of social activities whereas having low support with dissatisfaction
with self is associated with low performance of social activities.
Similarly, having support of a confidant is associated with high level of
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social activities while having high support in neighbourhood and community
is also associated with high level of social performance. Among these
4 variables, confidant reduces 13% of error in predicting social activities
whereas for dissatisfaction with marital status, dissatisfaction with self
and neighbourhood and community support, the percentages in reducing errors
are 8%, 5%, 6% respectively.
Examining the third column, social activities expectation is
influenced by monetary problems, sense of isolation, dissatisfaction with
self and support from a confidant. Since a low score in social
activities expectation indicates low expectation, the findings can be
interpreted as: low support in monetary problem is associated with high
expectation with social activities whereas a higher sense of isolation
is associated with lower expectation of social activities. Similarly, the
more one dissatisfied with oneself the lower the expectation of social
activities and lack of a confidant predicts high expectation of
social activities. Among these variables, confidant is the most cruical
variable in influencing social activities expectation accounting for
21% in reducing error in predicting social activities expectation.
Examining the fourth column,' aspiration for social activities
is associated with monetary problems, sense of powerlessness,
confidant and neighbourhood and community support. Since a low score in
aspiration predicts low aspiration, the findings can be interpreted as:
lack of support 'in money problem and sense of powerlessness predict
high aspiration for social activities whereas high support from a confidant
predicts low aspiration. The relationship is reverse for neighbourhood
and community support.
For leisure activities, it is influenced by monetary problems,
sense of'isolation, dissatisfaction with marital status but more by the
presence of confidant. The presence of a confidant predicts high level
of leisure activities and knowing confidant, we can reduce 38% of error
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in predicting leisure activities. For monetary problem and dissatisfactior,
with marital status, lack of support in these areas predict high level of
performance of leisure activities, which is unexpected. (Leisure activities
require money so the normal expectation is that high support in monetary
problems predicts high performance in .Leisure activities.) But for sense
of isolation, the reverse is true.
For leisure activities expectation, it is influenced by
monetary problem, sense of powerlessness, dissatisfaction with self, and
confidant. Lack of support in monetary problems, sense of powerlessness
and dissatisfaction with self predicts dissatisfaction with leisure
activities but the reverse is true for confidant.
Overall speaking, symptom discomforts are determined by express-
ive support. Performance in social and leisure activities is dependent
on supports from a confidant, from monetary problems and a sense of isol-
ation. Expectation and aspiration in social activities, and expectation
in leisure activities are dependent on confidant and monetary problems
but they also have to do with sense of isolation, powerlessness and
dissatisfaction with self. if these three items indicate a low self -image,
then having a low self image reduces expectation and aspiration in
social performace.
Based on the above analysis, hypothesis 1 seems to be supported
as variables in the support system are mostly found to have a positive
relationship with variables in the community adjustment, though the re-
lationship is not strong. On the other hand, hypothesis 2 is refuted.
Instrumental support, one dimension of which is measured by demands, almost
have no influence on the community adjustment varibales. On the other
hand, confidant, not stated in the hypothesis, affects different
areas of 'social performance though it does not influence symptom discomforts
Expressive support items have more influence on sympton2.discomforts but
its influence on social adjustment varies from items to items. Hence,
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instrumental and expressive supports cannot be identified as the most
cruicial variables influencing community adjustment.
7.2. Association between support system and community adjustment as
controlled by background variables and involvement with the halfway
house
it is hypothesized that background variables of the respond-
ents such as age, income, length of hospitalization, period of discharge
from the halfway house, may account for part of the effects in the
relationship between support system and community adjustment, and on
the other hand, involvement with the halfway house, implying more
professional contacts, may also affect the above relationship.
(Hypothesis 3 and 4). These two hypothesis are tested using partial
correlation, which statistically remove the effect of the control
variable from the relationship between the independent and dependent
variables. Partial correlation has the same interpretation as Pearson's
and it is also a PRE measure. The partial correlation between support
system and community adjustment controlling for different background
.variables are presented in tables 7.2.1. to 7.2.8, whereas partial
correlation controlling for involvement with the halfway house is
presented in table 7.2.9.
The findings in these tables are compared with that in
table 7.1.1, which is the zero order correlation between support
system and community adjustment. Where the partial r approximates
zero, the original relationship between support system and community
adjustment is said to be spurious, which means that the correlation
of support system with community adjustment is solely the result of
the fact that support system varies along with the control variable,
which is indeed the true predictor of community adjustment. Hence
when the effect of the control variable is removed, support system
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no longer varies with community adjustment. Where the partial r is
similar to the original r, the correlation of support system with
community adjustment is said to be genuine, which means that the
control variable has no effect in the original correlation. Where
partial r is smaller than the original r, but not approaching zero,
the correlation between support system and community adjustment is
partly through the effect of the control variable. in another word,
the control variable acts as antecedent or intervening variable.
Where partial r is greater than the original r, the control variable
is actually suppressing the relationship between support system and
community adjustment as that when it is removed, the actual
relationship emerges.
7.2.1. Association between support system and community adjustment
controlling for age.
Table 7.2.1. examines the relationship between support
system and community adjustment controlling for age. Examining the
first column (symptom discomforts), partial r has become greater in
monetary problem and sense of isolation, remains the same in
communication problem, demands, also the same in sense of power-
lessnessIdissatisfaction with marital status, dissatisfaction with self
and neighbourhood and community support. Whereas it approaches zero
in confidant. That means age has a suppression effect on the relat-
ionship of symptom discomforts with monetary problem, and with sense
of isolation, whereas it is the true predictor in the relationship
between confidant and symptom. discomforts. However, the partial r
is these variables are not strong, hence controlling for age, the
expressive supports: communication problems, sense of powerlessness,
dissatisfaction with marital status, dissatisfaction with self,
still accounts mainly for the variance in symptom discomforts.
Examining the second column (social activities) the
78
TABLE 7.2.1
PARTIAL CORRELATION BETWEEN SUPPORT SYSTEM AND
COMMUNITY ADJUSTMENT CONTROLLING FOR AGE
( N= 42)
SYMPTOM SOCIAL SOCIAL DISCREPANCY LEISURE LEISURE
DISCOMFORTS ACTIVITIES ACTIVITIES ACTIVITIES ACTIVITIES
EXPECTATION EXPECTATION
MONETARY PROBLEM
.1268 .0933 -.0996 -.1327 .0313 -.0518
COMMUNICATION PORBLEM -.3527 -.0248 .0556 .1272 -.1338 .2623
DEMANDS -.1163
-.1009 -.0984 .0194 -.0550 .0001
ISOLATION -.1610 .1699 .1761 -.1408 -.1100 -.0958
POWERLESSNESS -.3783
















.1183 .1638 -.0509MUNITY SUPPORT
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TABLE 7.2.2
PARTIAL CORRELATION BETWEEN SUPPORT SYSTEM AND
COMMUNITY ADJUSTMENT CONTROLLING FOR EDUCATION
(N=42)
SYMPTOM SOCIAL SOCIAL LEISURE LEISURE
ACTIVITIES DISCREPANCY ACTIVITIES
DISCOMFORTS ACTIVITIES EXPECTATION ACTIVITIES EXPECTATION
MONETARY PROBLEM .0167 .2165 -.1038 -,1556 .1313 -.0668
COMMUNICATION PROBLEM -.3637 -.1053 -.0715 .0429 .0455 .0791
DEMANDS
-.1211 -.0671 -.0540 .0491 -.1074 .0777
ISOLATION -.031 -.1146 .2386 -.0643 -.2623 .0197
POWERLESSNESS
-.3992 .2287 .2764 -.1900 -.1353 -.3539
DISSATISFACTION WITH
-.2533






-.1684 -.2423 -.3332 -.149 .5157 -.3835
NEIGHBOURHOOD COM-




PARTIAL CORRELATION BETWEEN SUPPORT SYSTEM AND
COMMUNITY ADJUSTMENT CONTROLLING FOR INCOME
(N=42)
SYMPTOM SOCIAL SOCIAL LEISURE LEISURE
ACTIVITIES DISCREPANCY ACTIVITIES
DISCOMFORTS ACTIVITIES EXPECTATION ACTIVITIES EXPECTATION
MONETARY PROBLEM .0589 .0196




















-.2510 -.0502 .0506 .2508 .1489
DISSATISFACTION




-.4458 .2748 .6100 -.5378
NEIGHBOURHOOD & COM-





PARTIAL CORRELATION BETWEEN SUPPORT SYSTEM AND
COMMUNITY ADJUSTMENT CONTROLLING FOR NUMBER OF HOSPITALIZATION
(N=42)
SYMPTON SOCIAL SOCIAL LEISURE LEISURE
ACTIVITIES DISCREPANCY ACTIVITIES






























MARITAL STATUS -.2502 -.2963 -.0824 .0859 .2751
-.1741
DISSATISFACTION WITH

















PARTIAL CORRELATION BETWEEN SUPPORT SYSTEM AND
COMMUNITY ADJUSTINIENT CONTROLLING FOR LENGTH
OF DISCHARGE FROM HOSPITAL( N=42)
SYMPTOM SOCIAL SOCIAL LEISURE LEISURE
ACTIVITIES DISCREPANCY ACTIVITIES
DISCOMFORTS ACTIVITIES EXPECTATION ACTIVITIES EXPECTATION
MONETARY PROBLEM .0058
.0646 .2329 .2790 .2816 .2939
COMMUNICATION PROBLEM -.3508 .0418 .0244 .1975 -.0896 .2772
DEMANDS
-.1488
-.0090 -.1080 -.0764 -.0022 -.0871
ISOLATION -.1311 .2180 .2793 -.2666 -.2343 -.0695
POWERLESSNESS













MUNITY SUPPORT .2167- .2284 -.1875 .1710 -.0637 .1106
83
TABLE 7.2.6
PARTIAL CORRELATION BETWEEN SUPPORT SYSTEM AND
COMMUNITY ADJUSTMENT CONTROLLING FOR
TOTAL LENGTH OF HOSPITALIZATION(N=42)
SYMPTOM SOCIAL SOCIAL LEISURE LEISURE
ACTIVITIES DISCREPANCY ACTIVITIES
DISCOMFORTS ACTIVITIES EXPECTATION ACTIVITIES EXPECTATION





DEMANDS -.1249 -.0981 -.1009 .0092 -.0414 -.0058
ISOLATION -.0806 .1899 .2723 -.0603 -.2972 .1015
POWERLESSNESS -.3795 .1362
.1838 -.2280 -.0428 -.3913
DISSATISFACTION WITH
-.2336
-.3022 -.0644 .1217 .2511 -.1442
MATRIAL STATUS
DISSATISFACTION WITH
-.4375 .2120 .2465 .0433 -.1076 -.2865SELF
CONFIDANT
-.0941
-.3851 -.4490 -.228 .6119 -.5378
NEIGHBOURHOOD COM-
.1618
-.2089 -.2635 .0964 -.0258 .0864MUNITY SUPPORT
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TABLE 7.2.7
PARTIAL CORRELATION BETWEEN SUPPORT SYSTEM AND
COMMUNITY ADJUSTMENT CONTROLLING FOR LENGH
OF STAY IN HALFWAY HOUSE( N=42)
SYMPTOM. SOCIAL SOCIAL LEISURE LEISURE
ACTIVITIES DISCREPANCY ACTIVITIES
DISCOMFORT ACTIVITIES EXPECTATION ACTIVITIES EXPECTATION
MONETHRY PROBLEM .0186 .0417 -.2090 -.2283 .2266 -.1966
COMMUNICATION PROBLEM
-.3681 -.0340 .0171 .0920 -.0538 .1869
DEMANDS
-.1160 -.0953 -.1022 .0148 -.0330 -.0182
ISOLATION
-.0503 .1867 .2785 -.0198 -.2952 .0935
POWERLESSNESS
-.3777 .1327 .1857 -.2255 -.0554 -.3765
DISSATISFACTION WITH
-.2528 -.2959 -.0753 .0777 .2531 -.1427
MARITAL STATUS
DISSATISFACTION WITH
-.4529 .2236 .2149 -.0060 -.0817 -.3091SELF
CONFIDANT
-.1173 -.3717 -.4579 -.2487 .6208 -.5513
NEIGHBOURHOOD COM
- .2310 -.2239 -.2069 .1943 -.0537 .1027MUNITY SUPPORT
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TABLE 7.2.8
PARTIAL CORRELATION BETWEEN SUPPORT SYSTEM AND
COMMUNITY ADJUSTMENT CONTROLLING FOR LENGTH OF
DISCHARGE FROM HALFWAY HOUSE( N=42)
SYMPTOM SOCIAL SOCIAL LEISURE LEISURE
DISCOMFORTS ACTIVITIES ACTIVITIES DISCREPANCY ACTIVITIES ACTIVITIES
EXPECTATION EXPECTATION
MONETARY PROBLEM
.0151 .0637 -.2283 -.2404 .2672 -.2580
COMMUNICATION PROBLEMS
-.3502 -.0309 .0279 .2003 -.1057 .2703
DEMAND
-.1263 -.1009 -.0996 -.0159 -.0264 -.0306
ISOLATION
-.0912 .1790 .2773 -.1576 -.2551 .0220
POWERLESSNESS
-.3572 .1434 .1931 -.1535 -.1031 -.3452
DISSATISFACTION WITH
-.2625 -.2840 -.0898 .0667 -.2908 -.1922MARITAL STATUS
DISSATISFACTION WITH
-.4597 .2243 .2124 -.0088 -.0806 -.3354SELF
CONFIDANT
-.0478 -.4169 -.4733 -.0352 .5617 -.4388
NEIGHBOURHOOD & COM-
.2110 -.2374 -.1948 .1416 -.0425 -.0896MUNITY SUPPORT
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TABLE 7.2.9
PARTIAL CORRELATION BETWEEN SUPPORT SYSTEM AND
COMMUNITY ADJUSTMENT CONTROLLING FOR INVOLVEMENT
WITH HALFWAY HOUSE( N=42)
SYMPTOM SOCIAL SOCIAL LEISURE LEISURE
ACTIVITIES DISCREPANCY ACTIVITIES
DISCOMFORTS ACTIVITIES EXPECTATION ACTIVITIES EXPECTATION
MONETARY PROBLEM -.0341 .1380 -.1813 -.2158 .2204 -.2294
COMMUNICATION PROBLEM -.3446 -.0985 -.0580 .0700 .0246 .1448
DEMANDS -.1399 -.0711 -.0607 .0312 -.0929 .0180
ISOLATION .0029 .1075 .2339 -.0383 -.2593 .0908
POWERLESSNESS -.3337 .0385 .0641 -.2805 .0967 -.4730
DISSATISFACTION WITH
-.3085 -.2405 -.0214 .0949 .2201 -.1374
MARITAL STATUS
DISSATISFACTION WITH
SELF -.4663 -.2413 .2300 -.0070 -.0844 -.3104
CONFIDANT -.2454 -.2531 -.3538 -.2194 .5402 -.5254
NEIGHBOURHOOD COM-
MUNITY SUPPORT •2281 -.2346 -.1729 .2081 -.1189 .1586
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partial r is similar to original r in all types of support. Hence
the original relationship is genuine.
In the third column, the substantial effect of monetary
problem on social activities expectation has been reduced to zero,
meaning age is the true predictor of the dependent variable, it has
become larger in neighbourhood and community support and in
dissatisfaction with self, meaning that age has suppressed partly
the original relationship. It has become smaller in sense of
isolation and confidant, meaning that it accounts for part of the
effect in the original relationship. Overall speaking, controlling
for age, social activities expectation is largely determined by
dissatisfaction with self, confidant, and neighbourhood and community
support.
Examining the fourth column (discrepancy, which is the
short form for dissatisfaction with social performance), the partial
r has become smaller in both monetary problem and confidant, meaning
that age accounts for part of the effect in the original relationship.
.It has become greater in sense of isolation though the relationship
is not strong. Overall speaking, controlling for age, dissatisfaction
with socail activities really have very little to do with different
areas of support.
Examining the fifth column (leisure activities), partial
r approaches zero in monetary problem meaning that age is the true
predictor of the original relationship, it has become smaller in
sense of isolation, meaning it accounts for part of the effect.
it has become greater in dissatisfaction with self and neighbourhood
and community support, meaning it suppresses the original effect.
Overall speaking, controlling for age, the variance in leisure
activities is largely accounted for by dissatisfaction with marital
status, dissatisfaction with self, and confidant.
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Examining the last column (leisure activities expectation),
the partial r approaches zero in monetary problem sense of isolation
and neighbourhood and community support, meaning the original relat-
ionship is spurious. It has become greater in communication problems
but smaller in dissatisfaction with self and confidant, meaning it
has suppression effect in former relationship and accounts for
part of the effect in the latter relationship. Overall speaking,
controlling for age, leisure activities expectation is largely
determined by communication problem, sense of powerlessness, and
confidant.
Age, therefore, accounts for variation in the partial r
from that of the original r. Age, therefore, is a variable which
partly accounts for the effect in the relationship between support
system and community adjustment.
7.2.2. Association' between support system and corrzmunity adjustment
controlling for' income
Income is another background variable stated in hypothesis
3 which may affect the relationship between support system.and comm-
unity adjustment. Referring to table'7.2.3, partial r is almost the
same as original r in all paris of relationship. The original relat-
ionship between support system and community adjustment is therefore
genuine, in another word income is not a factor affecting community
adjustment.
7.2.3. Association between support system and community'adjustment
controlling for cumulative* length of' hospitalization
Cumulative length of hospitalization has been shown in
literature review to affect community adjustment. Hence it is entered
as one'of the background variables in hypothesis 3. Its effects on
the relationship between support system and-community adjustment are
examined in table 7.2.6.
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The partial r is almost the same as the original r in
all paris of relationship except that it reduces the substantive effect
of neighbourhood and community support on dissatisfaction with social
performance to zero. Hence in this pair of relationship, cumulative
length of hospitalization is the true predictor.
7.2.4. Association between support system and community adjustment
controlling for period'of discharge from the halfway house
Period of discharge from the halfway house is another
variable that is hypothesized to affect the relationship between
support system and community adjustment. Its effects are examined
in table 7.2.8.
The partial r is almost the same as the original r in all
pairs of relationship except that between dissatisfaction with social
activities and communication problem, that with sense of isolation,
and that with confidant. In the first two paris of relationship,
partial r is greater, meaning length of discharge from halfway house has
a suppression effect. But the partial correlation is not strong.
But in the relationship between dissatisfaction with social. activities
and confidant, the original substantive relationship has been reduced
to zero, meaning that period discharge from the halfway house is
the true predictor. Also partial r is chazxged in the relationship
between communication problem and leisure activities expectation, and
that between sense of isolation and leisure activities expectation.
In the former, partial r is greaterrmeaning it has suppression effect
in the original relationship. In the latter, it approaches zero,
meaning that period of discharge from halfway house is the true
predictor.
Overall speaking, period of discharge from the halfway house
does have some effect in the relationship between support system and
community adjustment but the effect is not as substantial as the
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variable age.
7.2.5. Association'between support system'and community adjustment
controlling' for education,number of hospitalization, length of
discharge from hospital and length of'stay in halfway house.
Education, number of hsopitalization, length of
discharge from hospital, length of stay in the halfway house are
not entered into hypothesis 3 to test their effects on the
relationship between support system and community adjustment.
Nevertheless, partial correlation is still conducted controlling for
these variables in order to examine their possible effects and
the results are shown in table 7.2.2, 7.2.4, 7.2.5, and 7.2.7.
Examining these tables, education is found to account
for part of the effect in the relationship between support system
and community adjustment. Its effect is more substantive in the
relationship between confidant and various aspects of social
adjustment, the partial r being smaller than the original r.
It also reduces the substantive relationship of monetary problem
and sense of isolation with leisure activities expectation to zero,
meaning that education is the true predictor of the original, relat-
ionship. For length of discharge from hospital, it has some effect
on dissatisfaction with social activities, partial r being inflated
in sense of isolation but approximates zero in sense of powerlessness
But for number of hospitalization and length of stay in halfway house
they have no effect on the relationship between support system and
community adjustment.
7.2.6. Association between support'system'and community adjustment
controlling for involvement with the halfway house.
Involvement with the halfway house is the last variable
entered into partial correlation. The findings are presented in
table 7.2.9.
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Involvement with the halfway house is found to have no
effect in the relationship between support system and community
adjustment since partial r in all paris of relationship is
similar to the original r. it is changed, nevertheless, in the
relationship between confidant and psychiatric symptons, and
confidant with social activities. In the former, it has been
inflated meaning involvement with the halfway house has a suppression
effect. In the latter, it has become smaller, meaning it accounts
for part of the effect in original relationship. Since involvement
with the halfway house affects only two variables, it cannot be said
to be an important variable influencing support system and community
adjustment.
7.2.7. Summary
Various background variables are entered into partial
correlation to examine their effects on the realationship between
support system and community adjustment. Amongst these variables,
age has the most influential effect affecting different areas of
adjustment. Period of discharge from the halfway house and education
also have substantive effect whereas cumulative length of hospital-
ization, income, number of hospitalization, length of stay in halfway
house, length of discharge from hospital only have a little, or no
effect in the above relationship.
For involvement with the halfway house, it is expected
that it will have some effects accounting for the relationship between
support system and community adjustment as it implies professional
contacts. However, the result is not. That support system leads
to community adjustment with or without contacts with the halfway
house is supported.
Hence to conclude from the above, Hypothesis 3 is only
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partly supported as not all variables posed in the hypothesis have
effects on the relationship between support system and community




8.1. Summary of findings and interpretation
This study is based on 42 non-institutionalized female
psychiatric patients dischrged from the halfway house. The findings
show that this group of ex-residents is composed mainly of late-teen
to middle-age woman. Majority of them are singleton or divorcee,
have a diagnosis of schizophrenia, have more than one hospitalization
and have been dischrged from the hospital for over two years. Most
of them have one admission to the halfway house and most have been
discharged under a period of three years. After discharge, most
of them are living in public housing and most enjoy financial self-
sufficiency. Regarding the mou/e of supports available to them,
most of them are not lacking in support particularly, few of
them have problems in monetary matters. As for level of adjust-
ment in the community, the group has a group means of 8 2.9, which
is 27 above the minimum score in the symptom discomfort scale
(Form Si), For social adjustment, most of them are not doing
well in all aspects: social activities, leisure activities,
aspiration for social activities etc. The findings do suggest that
these ex-residents are an isolated group, with few social or leisure
activities.
The relationship between support system and community adjust-
ment is tested using Pearson correlation. Generally, most of the
variables in the support system scale correlate positively with that
in the community adjustment scale, though the relationship is not
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strong. Hence the hypothesis that support system is related to
community adjustment is supported. The effects of background
variables and also involvement with the halfway house on the relat-
ionship between support system adn community adjustment are also
tested with partial correlation. The results show that only age,
education and length of discharge from halfway house have some
effects in the above relationship. Whereas for involvement with
the halfway house, it is not a determinant of community adjustment.
The findings are again summarized in table 8.1.1 which shows the
zero order correlation and the partial correlation controlling for
age, education and length of discharge from the halfway house. The
variable demands in the support scale, which have no correlation
with the community adjustment variables, is not entered into the
table.
This table shows that different types of support affect
different areas of adjustment. For example, expressive supports e.g.
communication problem, sense of powerlessness, dissatisfaction
with marital status, dissatisfaction with self, affect symptom
discomforts and the relationship is not altered even when background
variables are controlled. Monetary problems affects social activities
when education is controlled but otherwise, age, education and
period of discharge from the halfway house account for more of the
effects in social activities, social activities expectation, aspiration
for social activities, leisure activities, and leisure activities
expectation that monetary problem. Monetary problem is therefore
not an important variable affecting community adjustment-,Communication
problems not only affect symptom discomforts, it has effect
on aspiration for social activities and leisure activities expectation
when age and period of discharge for halfway house are removed. For
sense of isolation ,parts of its effect on social activities
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TABLE 8.1 .1
SUMMARY TABLE OF CORRELATION BETWEEN
SUPPORT SYSTEM AND COMMUNITY ADJUSTMENT( N=42)
MONETARY PROBLEM r .0075 .0637 -.2312 -.2324 .2676 -.2534
AGE P. r -.0996 -.1327 .0313 -.0518
EDUC P.r- .2165 -.1038 -.1556 .1313 -.0668
DISCHG P.r
COMMUNICATION PROBLEM r -.3690 .0300 .0114 .0892 -.0439 .1703
AGE P.r .2623
EDUC P.r .0791
DISCHG P.r .2003 -.1057 .2703
ISOLATION r -.0449 .1724 .2901 -.0117 -.3141 .1244
AGE P.r .1761 -.1100
EDUC P.r -.2623
DISCHG P.r -.2551
POWERLESSNESS r -.3785 .1408 .1696 -.2299 -.0319 -.3923
AGE P.r
EDUC P.r .2287 .2764
DISCHG P.r
DISSATISFACTION WITH





SELF r -.4532 .2243 .2116 -.0070 -.0771 -.3053
AGE P.r .3566 -.3210 -.1813
EDUC P.r
DISCHG P.r
SYMPTOM SOCIAL SOCIAL LEISORE LEISORE
ACTIVITIES DISCREPANCY ACTIVITIES
DISCOMFORTS ACTIVITIES EXPECTATION ACTIVITIES EXPECTATION
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SYMPTOM SOCIAL SOCIAL LEISURE LEISURE
ACTIVITIES DISCREPANCY ACTIVITIES
DISCOMFORTS ACTIVITIES EXPECTATION ACTIVITIES EXPECTATION
CONFIDANT r -.1184 -.3674 -.4590 -.2502 .6174 -.5454
AGE P.r -.3542 -.1330 .4578 -.3901
EDUC P.r -.2423 -.3332 -.1499 .5157 -.3835
DISCHG P.r -.4169 -.0352 .5617 -.4388
NEIGHBOURHOOD COM-
MUNITY SUPPORT r .2321 -.2346 -.1766 .2006 -.0907 .1475




expectation and leisure activities have to be accounted for by age,
education and length of discharge from halfway house. For sense
of powerlessness, it affects symptom discomforts, aspiration for
social activities and leisure activities expectation but also social
activities and social activities expectation when education is con-
trolled for. Hence it seems to be a dominant variable affecting
community adjustment. Dissatisfaction with marital status affects
symptom discomforts, social activities and leisure activities. When
education is controlled for, it affects leisure activities expectation
as well. Dissatisfaction with self have substantive effect on all
community adjustment variables except aspiration for social activities,
hence it is another important variable affecting community adjustment.
The presence of a confidant has no effect on symptom discomforts
but it affects different areas of social adjustment to a substantial
degree. When period of discharge from halfway house is controlled
for, it no longer has any effect on aspiration for social activities.
Neighbourhood and community supportvmainly affects social activities,
leisure activities and social activities expectation. Its effect
on symptom discomfort have to be partly accounted for by age.
The findings suggest expressive supports, particularly,
communication problems, sense of powerlessness, dissatisfaction
with self, are very cruical in determining community adjustment
Presense of a confidant is also important in social adjustment but
it has little to do with symptom discomforts. Monetary problems
and demands, the instrumental supports, seem to have little to do
with community adjustment.
The findings in this study are in lige with many western
findings. That demographic variables (age, education), have no
effect on symptom discomforts in the psychiatric patients have been
confirmed in two studies (Derogatis, Covi, Lipman, 1971, Zung, 1967).
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That expressive supports affect the psychiatric patients more than
instrumental supports in depressive symptons is verified when this
finding is compaz'ed with the findings of Lin et al. (the authors
of the social support scale), which showed that for the normal
population, instrumental supports rather than expressive supports
have more effect on depressive mood. The findings in this study
also more or less confirm that halfway house program fosters the
establishment of support system as this study shows that the halfway
house ex-residents are not lacking in support. This study also
shows that the female patient are generally deprived of social ex-
change activities (e.g. to visit friends, entertain friends at home).
This conclusion has been confirmed in another study (Beels, 1981),
which stated that schizophrenic patients cannot evaluate a social
exchange, he either feels he has nothing to offer, or by compensation,
he has so much to offer, and this feeling inhibits him to initate
social contacts with others.
8.2. Implications for services
it has been established in this study that the female psych-
iatric payients discharged from the halfway house appear to be an
isolated group, with few social and leisure activities. It has
also been established that expressive supports are important
dimension of social support, affecting different areas of community
adjustment in the psychiatric patients. Since the Pearson's r
employed to test this relationship is a symmetrical measure, the
conclusion drawn can be interpreted as: the higher the community
adjustment, the higher the expressive supports present, or the
higher the expressive support present, the higher the level of
community adjustment. Thus, if the objective of the halfway house
is to aid the psychiatric patients to integrate to the community,
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then within the residents period of stay, it must actively help
the residents to establish expressive supports, or improve the
residents level of adjustment particularly in the social aspects.
The question is how to aid the residents to establish
expressive supports? Expressive supports are really nurturance
or affective support shown to the individual. if they are present,
the individual has an enhancement in self/esteem as he knows that
he is cared for and loved. Such nurturance should be present
in the halfway house as the halfway house resembles a family. But
as not all families are nurturing to the individual, so do the
halfway house. What really depends on is how the wardens assume
their parents' roles. Are they to be restrictive or authoritativ(
parents, or parents who show no love and warmth to their children,
or parents with high committment to the family? When the wardens
are with the resident eating meals with them, chatting about
their daily encountering, sharing their difficulties, cultivating
a good relationship with them, then expressive supports will be
present in the residents. Thus, warmth, affection and committment
on the parts of the wardens are very important for the halfway house
service.
On the other hand, the halfway house can help to enhance
the residents' level of social functioning which is another way
to raise the level of expressive supports. This can be done by
helping the residents to be mutually affective to one another,
creating friendship groups., or aid the residents to participate
more in social activities. When the residents have more chances
to take part in these social exchange activities, mutual ties can
be created in them acting as affective supports to them. Hence,
it is important that all residents and exresidents be encouraged
to participate in social activities. The withdrawn or inactive
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patients must not be left out. They are the group who needs more
affective support. They are usually not unwilling to participate
but certain factors may hamper them e.g. they are afraid to take
public transport by themselves, they have no money to pay for
the charges of the activities, or they lack companionship. The
halfway house must help them to overcome these difficulties, e.g.
give more encouragement to them, assign volunteers to help them,
waiving their charges etc.
At the same time, the residents' own family members can
also act as affective supports to them. Often, the onset of illness
in the psychiatric patients come from a patholgoical family relat-
ionship. During the residents' stay in the halfway hosue, casework
services must be rendered to both the patient and her family
members. So aftercare services should actually begin when the
patient get admitted to the house, and not when the patient
already get discharged.
Halfway house services are human services: the
halfway house personnel are dealing with people, not objects. The
residents in the halfway house must therefore be treated as
individual person, with needs and problems unique to herself
and which require individualized attention. When such
individualized attention is given, the resident is helped to integrate
into the community.
8.3. Discussion
This study has certain limitation which may restrict
the conclusiveness of the result. Firstly, this study is based
on a small and non-probability sample so that the findings can
only be generalized on this sample. Secondly, due to the large
number of missing cases, the researcher had not entered the
family support items in the social support scale for factor
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analysis. Were they entered, the dimension of different factors
may not be the same as the present one. Thirdly, are these items
having such a large number of missing cases bad items and not
contributing to community adjustment? The answer is sought by
entering these items into a correlation matrix with the community
adjustment variables. The results are shown in table 8.3.1.
As can be seen from the table, many of the items
correlate significantly with community adjustment. Of course, due
to the small number of cases entered into correlation, the results.
are not conclusive. Nevertheless, the table does illustrate that
these items are not bad items. Hence in further research in this
area, these family support items must be modified so that the
psychiatric patients not having a family can also answer these items.
Only in such cases, can supports be measured in its entity.
Fourthly, it is doubtful if the Form S in the Katz
Adjustment Scale a good measure of community adjustment particularly
the Form S1 which measures symptom discomforts. Lee (1980) has
argued that western psychiatric categories such as somatic discomforts,
may be treated by the Chinese population more as indications of
psychical rather than mental sickness. Thus, there is a gap
between the Western professional judgement and the indigenous
definition of psychiatric morbidity. Rather, the Form R1 is a
better instrument to identify if true psychiatric wiliness exist
in the respondents. Indeed, the instrument has been found useful
in identifying candidates from a normal population for a mental
health care program. (Gogarty, Katz, Lowery, 1967) The only
limitation in Form Ri is its reliance on the subject's relative
to rate the subject's behaviour, which may not be practical
in Hong Kong. Nevertheless, Graham, Lilly, Paolino, Friedman,
Konick, 1972 have studied Form R1 based on the patients' self rating
and ratings by others and they found the factor structure emerging
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TABLE 8.3.1
PEARSON CORRELATION {OF FAMILY SUPPORT ITEMS
WITH COMMUNITY ADJUSTMENT
SYMPTOM SOCIAL SOCIAL LEISURE LEISURE
ACTIVITIES DISCREPANCY ACTIVITIES
N DISCOMFORTS ACTIVITIES EXPECTATION ACTIVITIES EXPECTATION
NO SATISFACTORY
SEX LIFE (26) .1485 .2026 .3557 .1244 -.3298 -.1649
PROBLEM WITH
CHILDREN (17) -.0300 .1298 .0504 -.0354 -.0489 -.3271
NOT HAVING CHILDREN (29) .0570 -.3180 -.3681 -.2715 .5563 -.244
PROBLEM WITH SPONSE (13) -.2703 .2084 .2285 .0315 -.1075 -.4960
PROBLEM WITH IN-LAW (10) -.2959 .3490 .7634 .3788 -.1347 -.3660
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from these two methods comparable to each other. Thus they conclude
that Form R1 rated by the patient himself is just as reliable as
rating by others. Hence, in further study of community adjustment
of the psychiatric patients perhaps Form R should be preferred
over the Form S.
8.4. Conclusion
The major objective of this study is to examine the
relationship of support system with community adjustment. Based
on a non-randomized sample of 42 non-institutionalized female patients
discharged from the halfway house, such relationship is found
to exist moreover, expressive supports have been identified to
be the most cruical factor affecting community adjustment, particularly,
in symptom discomforts. Such relationship is not altered by background
variables such as age and education. in areas of social adjustment,
background variables account for part of the effects in the relationship
between support system and social adjustment. This study therefore
concludes that to make the halfway house service rehabilitative
to the psychiatric patients, it must help the residents tq establish
expressive supports within the period of stay. Hence, warmth,
affection and committment on the part of the halfway house personnel,






1. Name: 2. Age.
3.Marital status: (1) single (2) married/cohab
(3) divorced (4) widowed
4. Fiducational level: (1)p.3 or below
(2) up to p.6
(3) F.1 to F. 3
(4)F.4 to F.5
(5) F. 5 over
5. Personal income: (1) nil
(2) $500 or below
(3) $501- $1000_
(4) $1001- $1500
(5) $1501 or above
6. Number of psychiatric hospitalization
7. Date of last discharge frpm hospital
8. Types of cohabittee (1) self (2) family
(3) friend/relative (4) ex-residents
(5) others
9. Types of dwelling: (1) but
(2) public housing
(3) private housing
10. Living arrangements (1) bed space (2) room_
(3) flat (4) others
11. Have you any contacts with the female hat fwa yhouse after discharge
within the past one or two years:
(1) rarely (2) sometimes
(3) frequently (4) most of the time
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MEDICAL DATA TO BE FILLED BY WARDEN
1. Name
2. Diagnosis
3. Number of psychiatric hospitalization
4. Cumulative length of hospitalization
5. Distance between first and last hospitalization
6. Date of last discharge from hospital
7. Number of admissions to female house
8. Total length of stay in female house
9. Distance between first and last admission to halfway house
-10. Length of discharge from halfway house from now
107
Part 1.
INSTRUCTION: Please answer the following questions which may help
us in understanding how you feel.
I. Is there someone you confided in and talked to about yourself or
(2) noyour problems.-, (1) yes
II. Relationship with this persoi
III. In the past, has there been an change inour relationship with
(2) nothis person? (1) ye:
1. How many years have you known this person?
2. How often do uou see this person?
(1) most of all of the time
(2)occasionally or a moderate amount of time
(3) some of a little of the timi
(4) rarel y
(5) never
3 How often have you talked with this person when you had a problem?
(1) most or all of the time
(2)occasionally or a moderate amount of time
(3) some or a little of the time
(4) rarely
(5) never
4. How often has this person talked over his problem with you?
(1) most or all of the time
(2)occasionally or a moderate amount of ti-me
(3) some or a little of the time
(4) rarel LI
(5) never




(4) not very easy
(5) not easy at all





(4) not very freely
(5) not freely at all




(4) not very important
(5) not important at a1l
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V. The following is a list of problems that people sometimes have.
Would you tell me how often you have been bothered by these pro-
blems over the past six months?
mostly occasion- sometime rarely
ally
l.Having problems managing money._
2.Not having a close companion._
3. Having too many responsibilities.
4.Not having people you can depend
on.
'.loo many aemanas on your time.
6.Not having a satisfactory sex life.
7.Having problems communicating with
others.
8.Not seeing enough of people you fee.'
close to.
9.Deciding on how to spend money.
1O.Not having enough responsibilities.
ll.Having too little leisure time.
12.Not having enough money to do the
things you want.
13.Problems with children.
14.Not having a satisfying job.
15.Feeling too controlled by others.
16. Not having enough money to get by.
17. Not having children.
18. Dissatisfied with your marital
status (married/single)
19.Not having enough close friends.
20.Problems with spouse.
21.Not having someone who shows you
love and affection.
22.Feeling too dependent on others.
23.Problems with in-laws.
24.Not having someone who understands
your problems.
25. Having too much time on your hands.
26.Conflict with people who are close
to you.
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INSTRUCTION FOR ADMINISTERING THE COMMUNITY ADJUSTMENT SCALE
Subject's Self- Ratiog Scales (S Forms)
Before administering the separate inventories, the interviewer should
paraphase the followinq:
The forms which you are asked to fill out are designed to give us some
idea of how well you have been feeling from day-to-day, and the kinds of
things you have been doing within the past few weeks.
Form Si:
The interviewer reads the following to the subject:
'In the first form we are interested in how you've been feeling
lately.
There are a number of statements on this list which describe
symptoms and problems that people sometimes have. Please
read each of the statements carefully and decide whether you
had the complaint today or during the past few weeks.
If you have not had the complaint at all today or during the
past few weeks, place a check in box (1).
'If you have had the complaint but it has only bothered you a
little, place a check in box (2).
'If the complaint has bothered you quite a bit, check box (3).
'If it bothers you almost all the time, check box (4).
'For example, if you had a headache but it only bothered you a
little, you would put a check in box (2).
'If headaches bother you a great deal, then you would check (4)
'Do not spend too much time on any one question, but make sure
that you check every question.
Form S2: General Activities
Instructions to the subject:
People differ in ghat they are able to do. I want you to go
through this list and tell me which of these things you are
doing or have done within the past few weeks. For example,
if you are regularly helping with household chores, then you
would place a check in column (3). I f you are helping some,
then-you would check column (2). If you are not doing this,
then you would place a check in column (1).
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Form S3: Expectations
instructions to the subject:
People differ in what they expect to be able to do. Now let's
go back over the list. I want you to tell me which of these
things you expected to be doing, For example, if you expected
to be regul ar y e1pi ng with household chores, then you would
place a check alongside this statement in column (3). If you
didn't expect to be doing this, then you would check column (1).
Form RS4: Free-Time activities
Instructions to the subject
What do you do with your free time? I want you to go through
this list and tell me which of these things you are now doing?
For example, if you frequently work in and around the house,
place a check in column 1. If you do this sometimes, check
column (2). If you never, or almost never do, place a check
in column (3). Be sure and put a check in one of the columns
after each item.
Form S5: Satisfaction with Free-Time Activities
Instructions to the subject:
Are you satisfied with what you do with your free time? Let's
go through the list again and this time indicate whether you
would like to do more or less of these things.
(When the subject returns the form, check to see whether all




Today or durinq the past few weeks
1 2 3 4
bothers mebothersbothershave not




col. 202. Pains in the heart or chest
col. 213. Heart pounding or racing
col. 224. Trouble getting your breath
col. 235. Constipation
b. Nausea, vomiting or upset col. 24
stomach
col. 257. Loose bowel movements
Col. 268. Twitching of the face or body
col. 279. Faintness or dizziness
col. 2210. Hot or cold spells
col. 2911. Itching
Col. 3012. Frequent urination
col. 31
13. Pains in the lower part of
col. 3214. Difficulty in swallowing
col. 3315. Skin eruptions or rashes
col. 3416. Soreness of your muscles
col. 3517. Nervousness and shakiness
under pressure
18. Difficulty in failing asleep col. 36
or staying asleep




Tadao or dur i n the oast few weeks
1 2 3 t
have not bothers bothers bothers me
had this me a almost allme quite
complaint little a bit the time
20. Bad dreams col. 38.
2l. Blaming yourself for things Col. 39
you did or failed to do
22. Feeling generally worried or
coi. 40
fretful
col. 4123. Feeling blue
1.240 Being easily moved to tears col. 42
25. A need to do things very
slcwiy in order to be sure col
you were doing them right
26. Feeling like you have to do
the same thing over and over
col. 44
again like touching, counting,
handwash i ng, etc.
Z7. Unusual fear Col. 45
28. Thoughts or impulses which
col. 44you don't like keep pushing
themselves into your mind
29. Your feelings being easily
col. 47
hurt
30. Feeling that people were
col. 48
watching or talking about you
31. Prefierr i ng to be alone. coi. 49
3Z. Feeling lonely col. 50
33. Feeling like you have to ask
col. 51
others what you should do
34. People being unsympathetic
col. 52
with your need for help
35. Feeling easily `annoyed or
col. 53
irritated
36. Severe temper outbursts col. 54
col. 5537. Feei ing critical of others
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Today or during the past few weeks
1 2 3 4
have not bothers bothers mebothers
had this me a almost allme quite
littlecomplaint a bit the time
38. Frequently took medicine to col. 56
make you feel better
39. Difficulty in speaking when
col. 57
you were excited
40. Feeling you were not function-
ing as well as you could,
col. 58
feeling blocked or unable to
get things done
41. Having an impulse to commit a
violent or destructive act, for
example, desire to set a fire, col. 59
stab, beat or kill someone,
mutilate an animal, etc.
42. Blurring of vision col. 60
43. Feeling thirsty col. 61
44 Pains in arms or legs col. 62
45. Loss of strength col. 53
46. Dry mouth col. 64
47. Pain in belly col. 65
48. Feeling hungry col. 66
49. Getting tired easily col. 67
col. 6850. Feeling sleepy much of the time
col. 6951. Keyed up and jittery
col. 7052. Having no interest in things
53. Having trouble keeping your col. 71
mind on what you were doing
col. 7254. Loss of appetite
55. Having strange sexual ideas col. 73
KAS FORM S2
1 2 3 0
am not does notam doing am doing
doing regularlysome apply
col. 74Help with household chores
Visit friends col. 75
Visit relatives col. 76
Entertain friends at home col. 77
Dress and take care of myself col. 78
col. 79Help with the family budgeting




Gey along with family members col. 19
Vo Tv pares anc other scciai ccl. 20
activities
Get along with neighbcrs cc1. 21
Help with family shopping cc1. 22
He10 in the care and training
col. 23
of children
Go to church col. 24
Take up hcbbies cc l. 25
Work cc 1. 25






did not doesexpectedexpec ted
to be notexpect to be
to be doing doing apply
doing regularlysome
Col. 28Help with household chores
col. 29Visit friends
Col. 30Visit relatives
Col. 31Entertain friends at home
Dress and take care of myself Col. 32
HI1 p with the family budgeting Col 33
Col. 34Remember to do important things
col. 35Get along with family members
Go to parties and other social Col. 36
activities
col. 37Get along with neighbors
col. .38Help with family shopping
Help in the care and training Col. 39
of children
col. 40Go to church
col. 41Take up hobbies
col. 42Work




1 2 3 0
never
frequently does notsome practically
times apply
Work in and around the house col. 44
col. 45Work in the garden or yard
Work on some hobby col. 46
Listen to the radio col. 47
Watch television col. 48
Write letters col. 49
Go to the movies col. 50
Attend lectures, teatre col. 51




Take part in community or
col. 54
church work
Bowl or other sports col. 55
col. 56Play cards or other table games
Take rides col. 57
Visit friends col. 58
Entertain friends col. 59
Sew, crochet or knit col. 60
Read col. 61
Go to the library col. 62
Just sit and think col. 63
Take courses at home col. 64






satisfied would 1ike would like does not
with what to do more to do less apply
I do here of this
col. 671. Work in and around the house
col. 6a2. Work in the garden or yard
coi. 693. Work on some hobby
col. 704. Listen to the radio
col. 7!5. Watch television
col. 726. Write letters
7. Go to the movies Col. 73
col. 7148. Attend lectures, theatre.




1 1. Take part in community or church col. 77
work
Col. 7812. Bowl or other sports
col. 7913. Play cards or other table games
col. 8014. Take rides
Card 03
col. 1915. Visit friends
16. Entertain friends col. 20
col. 2117. Sew, crochet or knit
col .2218. Read
col 2:119. Go to the library
20. Just sit and think co1. 24
col. 2521. Take courses at home
col. 2522. Go to school




CHINESE VERSION OF QUESTIONNAIRE
119
個 人 資 料
1. 姓 名
2. 年 齡
3. 婚 姻 狀 況 ： (1) 未 婚 (2) 已 婚 ／ 同 居
(3)
離 婚 ／ 分 居 (4) 寡 婦
4.
教 育 程 度 (1) 小 三 或 以 下 (4) 中 四 至 中 五
(2) 小 學 畢 業 (5) 中 五 以 上
(3) 中 一 至 中 三
5.
個 人 入 息 (1) 無 入 息 (4)$1,001-$1,500
(2)$500 或 以 下 (5)$1,501 或 以 上
(3)$501-$1,000
6. 曾 因 精 神 病 入 醫 院 次 數
7. 最 後 一 次 出 院 時 間
8.
現 時 與 何 人 同 住 (1) 自 己 (2) 家 人
(3) 親 戚 ／ 朋 友 (4) 舊 舍 友
(5) 其 他
9. 住 房 種 類 (1) 木 屋 ／ 石 屋 (2) 公 屋 (3) 私 人 樓
10. 居 住 類 型 (1) 床 位 (2) 房 間
(3) 全 層 (4) 其 他
11.
離 開 宿 舍 後 ， 最 後 一 兩 內 ， 有 沒 有 再 和 宿 舍 聯 絡 ？
(1) 從 無 ／ 極 少 (2) 間 中
(3) 很 多 時 候 (4) 經 常
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曾 因 精 神 病 入 醫 院 幾 次
4.
總 共 入 院 時 間
5.
第 一 次 與 最 後 一 次 入 院 時 間 之 距 離
6. 最 後 一 次 出 院 時 間
7. 入 女 宿 舍 次 數
8.
總 共 住 女 宿 舍 之 時 間
9.
第 一 次 入 女 宿 舍 與 最 後 一 次 入 女 宿 舍 時 間 之 距 離
10.
最 後 一 次 離 開 女 宿 舍 距 現 在 時 間
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第 一 部 份
說 明 ： 我 想 你 幫 忙 答 覆 一 些 問 題 ， 依 啲 問 題 可 以
幫 助 我 地 較 清 楚 你 日 常 生 活 情 況 ， 以 及 你 嘅
感 受 。
I.
响 你 相 識 嘅 人 之 中 ， 包 括 家 人 、 親 戚 、 朋 友 、 舍 友 、 新 生 舍
醫 院 工 作 人 員 等 等 ， 有 無 一 個 你 認 為 可 以 傾 心 事 嘅 對 象 ？
(1) 有 (2) 無
II 呢 個 人 同 你 嘅 關 係 係
III 你 認 識 呢 個 人 後 ， 你 同 佢 嘅 關 係 有 無 改 變 ？
(1) 有 請 說 明
(2) 冇
1. 你 認 識 呢 個 人 有 幾 耐 ？
2. 你 多 唔 多 同 佢 來 往 ？ (1) 經 常 來 往
(2) 好 多 時 來 往
(3) 間 中 來 往
(4) 好 少 來 往
(5) 絕 對 不 來 往
3. 你 有 問 題 ， 會 同 呢 個 人 傾 嗎 ？
(1) 經 常 會 (4) 很 少 會
(2) 好 多 時 候 會 (5) 從 未 試 過
(3) 間 中 會
4. 佢 有 問 題 ， 會 同 你 傾 嗎 ？
(1) 經 常 會 (4) 很 少 會
(2) 好 多 時 候 會 (5) 從 未 試 過
(3) 間 中 會
5. 你 搵 呢 個 人 客 唔 容 易 ？
(1) 非 常 容 易 (4) 唔 容 易
(2) 容 易 (5) 絕 對 唔 容 易
(3) 勉 強 可 以 話 容 易
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6. 你 同 呢 個 人 ( 得 自 唔 自 在 ？
(1) 非 常 自 在 (4) 唔 自 在
(2) 自 在 (5) 絕 對 唔 自 在
(3) 勉 強 可 以 話 自 在
7. 你 認 為 呢 個 人 ， 對 你 重 唔 重 要 ？
(1) 非 常 重 要 (4) 唔 重 要
(2) 重 要 (5) 絕 對 唔 重 要
(3) 勉 強 可 以 話 重 要
IV 1. 大 致 上 你 滿 意 你 ( 隔 鄰 左 右 嗎 ？
(1) 非 常 滿 意 (3) 可 以 話 唔 滿 意
(2) 可 以 話 滿 意 (4) 唔 滿 意
2. 大 致 上 ， 你 滿 意 你 住 ( 地 區 嗎 ？
(1) 非 常 滿 意 (3) 可 以 話 唔 滿 意
(2) 可 以 話 滿 意 (4) 唔 滿 意
V
以 下 幾 項 ， 係 人 有 時 會 碰 到 ( 問 題 ， 過 去 六 個 月 ， 你 有
無 呢 的 問 題 出 現 ？ 如 果 經 常 有 ， 你 選 答 案 (1) ， 如 果 好
多 時 有 ， 但 又 唔 係 日 日 有 ， 你 選 答 (2) ， 如 果 間 中 有 ， 選 答 (3)
1. 我 (1) 經 常 (3) 很 有 時 間 (3) 間 中
(4) 很 少 ／ 從 冇 在 處 理 錢 銀 上 有 問 題
2. 我 (1) 經 常 (2) 很 多 時 間 (3) 間 中
(4) 很 少 ／ 從 無 覺 得 無 好 朋 友 。
3. 我 (1) 經 常 (2) 很 多 時 間 (3) 間 中
(4) 很 少 ／ 從 無 覺 得 有 太 多 事 要 我 負 責 。
4. 我 (1) 經 常 (2) 很 多 時 間 (3) 間 中
(4) 很 少 ／ 從 無
覺 得 無 人 可 以 幫 助 我 。
5. 我 (1) 經 常 (2) 很 多 時 間 (3) 間 中
(4) 很 少 ／ 從 無 覺 得 時 間 唔 夠 用 。
6. 我 (1) 經 常 (2) 很 多 時 間 (3) 間 中
(4) 很 少 ／ 從 無 覺 得 同 異 性 關 係 唔 滿 意 。
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7. 我 (1) 經 常 (2) 很 多 時 間 (3) 間 中
(4) 很 少 ／ 從 無 覺 得 同 人 傾 談 有 問 題
8. 我 (1) 經 常 (2) 很 多 時 間 (3) 間 中
(4) 很 少 ／ 從 無 覺 得 沒 有 時 間 見 我 想 見 嘅 朋 友 。
9. 我 (1) 經 常 (2) 很 多 時 間 (3) 間 中
(4) 很 少 ／ 從 無 唔 知 道 點 樣 用 錢 。
10. 我 (1) 經 常 (2) 很 多 時 間 (3) 間 中
(4) 很 少 ／ 從 無 覺 得 好 多 事 都 唔 駛 我 負 責 。
11. 我 (1) 經 常 (2) 很 多 時 間 (3) 間 中
(4) 很 少 ／ 從 無 覺 得 太 少 空 閒 時 間 。
12. 我 (1) 經 常 (2) 很 多 時 間 (3) 間 中
(4) 很 少 ／ 從 無
覺 得 我 無 足 夠 錢 去 做 我 喜 歡 做 嘅 事
13. 我 (1) 經 常 (2) 很 多 時 間 (3) 間 中
(4) 很 少 ／ 從 無 同 仔 女 有 問 題
14. 我 (1) 經 常 (2) 很 多 時 間 (3) 間 中
(4) 很 少 ／ 從 無 覺 得 唔 滿 意 我 嘅 工 作 。
15. 我 (1) 經 常 (2) 很 多 時 間 (3) 間 中
(4)
很 少 ／ 從 無 覺 得 我 受 人 支 配 。
16. 我 (1) 經 常 (2) 很 多 時 間 (3) 間 中
(4) 很 少 ／ 從 無 覺 得 唔 夠 錢 用 。
17. 我 (1) 經 常 (2) 很 多 時 間 (3) 間 中
(4)
很 少 ／ 從 無 覺 得 有 兒 有 女 好 遺 憾 。
18. 我 (1) 經 常 　 (2) 很 多 時 間 (3) 間 中
(4) 很 少 ／ 從 無
唔 滿 意 我 嘅 婚 姻 狀 況 （ 單 身 也 好 ， 結
咗 婚 也 好 ）
19. 我 (1) 經 常 (2) 很 多 時 間 (3) 間 中
(4) 很 少 ／ 從 無 覺 得 我 好 朋 友 唔 夠 多
20. 我 (1) 經 常 (2) 很 多 時 間 (3) 間 中
(4) 很 少 ／ 從 無 同 丈 夫 有 問 題
21. 我 (1) 經 常 (2) 很 多 時 間 (3) 間 中
(4) 很 少 ／ 從 無 覺 得 無 人 愛 惜 我
22. 我 (1) 經 常 (2) 很 多 時 間 (3) 間 中
(4) 很 少 ／ 從 無 覺 得 我 太 過 倚 靠 人
23. 我 (1) 經 常 (2) 很 多 時 間 (3) 間 中
(4) 很 少 ／ 從 無 同 家 公 家 婆 有 問 題 。
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24. 我 (1) 經 常 (2) 很 多 時 間 (3) 間 中
(4) 很 少 ／ 從 無 覺 得 無 人 了 解 我 。
25. 我 (1) 經 常 (2) 很 多 時 間 (3) 間 中
(4) 很 少 ／ 從 無 覺 得 我 太 多 時 間
26. 我 (1) 經 常 (2) 很 多 時 間 (3) 間 中
(4) 很 少 ／ 從 無
同 我 親 近 嘅 人 發 生 沖 突
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第 二 部 份
說 明 ： 以 下 有 的 字 句 ， 係 描 寫 每 個 人 有 時 都 會 碰 到
嘅 吾 同 情 緒 及 困 難 ， 請 你 小 心 睇 睇 每 種 情 形
然 後 決 定 你 今 日 或 過 去 幾 星 期 有 無 呢 種 情 形 出 現 。
如 果 你 今 日 或 過 去 幾 星 期 完 全 無 呢 種 情 形 ， 你 就
選 擇 答 案 (1)
如 果 你 有 呢 種 情 形 ， 但 只 是 間 中 出 現 ， 請 選 擇 答
案 (2)
如 果 呢 種 情 況 很 多 時 候 都 出 現 ， 但 又 唔 係 成 日
有 ， 請 選 擇 答 案 (3)
如 果 你 經 常 有 呢 種 情 形 ， 請 選 擇 答 案 (4)
例 如 ： 　 如 果 你 有 頭 痛 ， 但 只 是 間 中 出 現 ， 你 就 選 擇
(2) 如 果 你 經 常 有 頭 痛 ， 你 就 選 擇 (4)














2. 心 痛 或 胸 口 痛
3. 心 跳 得 好 厲 害
4. 抖 氣 有 困 難
5. 便 秘
6. 作 悶 、 嘔 吐 或 反 胃
7. 有 些 少 肚 瀉
8. 臉 或 身 體 肌 肉 突 然 抽 動
9. 頭 暈 眼 花
10. 忽 冷 忽 熱
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12. 經 常 尿 急
13.
腰 骨 痛
14. 吞 嚥 困 難
15. 皮 膚 出 水 泡 或 風 疹
16. 肌 肉 酸 痛
17.
面 對 壓 力 ， 就 會 緊 張 或 打 顫
18. 好 難 □ 著 或 者 □ 得 唔 好
19.
無 緣 無 故 ， 突 然 恐 慌
20. 發 惡 夢
21. 埋 怨 自 己 以 前 做 過 或 做 唔 到
嘅 事
22. 時 常 擔 心 或 煩 惱
23. 悶 悶 不 樂 （ 無 心 機 ）
24. 很 容 易 流 眼 淚
25. 做 事 要 估 得 好 慢 先 至 覺 得 自
己 做 得 妥 當
26. 覺 得 要 重 覆 又 重 覆 做 同 一 件
事 ， 好 似 摸 嘢 數 嘢 、 洗 手
27. 不 尋 常 的 恐 懼
28. 你 唔 想 諗 嘅 嘢 ， 唔 停 咁 諗
好 似 都 唔 受 你 控 制 咁
29. 情 願 單 獨 一 個 人
30. 你 嘅 感 情 好 容 易 受 傷 害
31. 覺 得 第 二 個 人 睇 緊 或 講 緊 你
32. 覺 得 寂 寞
33. 覺 得 自 己 做 也 嘢 ， 都 要 問 下 人






































35. 很 容 易 激 怒 或 惱 人
36. 發 好 大 脾 氣
37. 對 第 二 個 人 吹 毛 求 疵
38. 經 常 食 藥 才 感 到 舒 服 啲
39. 興 奮 時 講 話 有 困 難
40. 覺 得 做 唔 到 自 己 本 應 可 以
做 得 到 嘅 ， 覺 得 有 阻 滯 或
唔 能 夠 將 啲 嘢 做 好
41. 有 沖 動 想 去 做 一 樣 暴 力 性 或
毀 壞 性 嘅 事 ， 好 似 放 火 ， 刀 傷 ，
打 或 殺 害 一 個 人 ， 或 者 割 一 隻
動 物 之 類 。
42. 眼 花
43. 感 到 口 渴
44.
感 到 手 痛 或 腳 痛
45. 無 氣 無 力
46. 口 乾
47. 肚 痛
48. 感 到 肚 餓
49. 好 容 易 疲 倦
50. 興 奮 得 坐 唔 定
51. 成 日 想 瞓 覺
52. 對 任 何 事 都 無 興 趣
53.
唔 能 夠 集 中 精 神 做 事
54. 無 胃 口
55.























第 三 部 份
說 明 ： 　 每 個 人 可 以 做 到 嘅 都 唔 同 ， 我 想 你 睇 下 以 下 嘅 問 題
然 後 話 俾 我 聽 ， 過 去 幾 個 星 期 ， 你 有 冇 做 呢 幾 樣 事 。
譬 如 ： 如 果 你 經 常 定 咁 做 家 務 ， 你 就 選 擇 (3)
如 果 你 有 些 少 ， 或 間 中 有 做 ， 你 就 選 擇 (2)
如 果 你 無 做 ， 你 就 選 擇 (1)




















1. 做 家 務
2. 探 訪 朋 友
3. 探 訪 親 戚
4. 喺 屋 企 應 酬 朋 友
5. 自 己 著 衫 及 照 顧 自 己
6. 自 己 幫 手 屋 企 做 收 支 預 算 （ 計
計 劃 下 點 用 錢 ）
7. 記 得 準 時 去 做 重 要 嘅 事
8. 同 家 人 合 得 來
9. 參 加 社 交 聚 會 同 理 活 動
10. 同 隔 鄰 左 右 合 得 來
11. 自 己 幫 手 買 家 庭 用 品
12. 自 己 幫 手 照 顧 同 教 導 細 路
13. 去 教 室 ／ 佛 堂
14. 玩 些 消 遣
15. 工 作


















第 四 部 份
說 明 : 　 每 個 人 對 自 己 可 以 做 嘅 都 有 唔 同 嘅 要 求 ， 現 在 我 地
重 覆 以 上 嘅 問 題 ， 並 請 你 話 俾 我 聽 那 一 樣 事 情 要
求 自 己 要 做 或 做 到
譬 如 ： 如 果 你 指 望 自 己 經 常 或 固 定 幫 忙 做 家 務 ，
你 就 選 擇 答 案 (3)
如 果 你 唔 認 為 自 己 要 咁 樣 做 ， 請 你 選 擇
答 案 (1)





























1. 做 家 務
2. 探 訪 朋 友
3. 探 訪 親 戚
4. 喺 屋 企 應 酬 朋 友
5. 自 己 著 衫 及 照 顧 自 己
6.
自 己 幫 手 屋 企 做 收 支 預 算 （ 計
劃 下 點 用 錢 ）
7.
記 得 準 時 去 做 重 要 嘅 事
8.
同 家 人 合 得 來
9. 參 加 社 交 聚 會 同 理 活 動
10. 同 隔 鄰 左 右 合 得 來
11. 自 己 幫 手 買 家 庭 用 品
12. 自 己 幫 手 照 顧 同 教 導 細 路
13. 去 教 室 ／ 佛 堂
14. 玩 些 消 遣
15. 工 作
16. 養 家 ／ 養 自 己
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第 五 部 份
說 明 ： 　 你 空 閒 時 間 做 些 也 嘢 呢 ？ 請 你 睇 下 以 下 各 種 活
動 ， 然 後 指 出 你 現 在 有 做 邊 一 樣 。
譬 如 ： 如 果 你 經 常 打 理 屋 企 嘅 事 ， 就 選 擇 答 案 (1)
如 果 你 有 些 時 候 咁 樣 做 ， 就 選 擇 答 案 (2)
如 果 你 差 不 多 無 或 者 從 來 都 無 咁 樣 做 ， 就
選 擇 答 案 (3)















1. 打 理 屋 企 嘅 事
2. 打 理 花 草
3. 搞 些 消 遣 玩 意
4. 收 聽 收 音 機
5. 睇 電 視
6. 寫 信
7. 睇 戲
8. 聽 演 講 ， 睇 戲 劇
9. 參 加 （ 開 ） 各 種 聯 誼 會
10. 行 街 買 嘢
11. 參 加 社 區 或 者 教 會 嘅 工 作
12. 打 波 或 者 玩 其 他 運 動
13. 玩 紙 牌 ， 打 麻 雀 等
14. 遊 車 河
15. 探 訪 朋 友
16. 招 呼 朋 友
17. 裁 剪 ， 縫 紉 ， 針 織 等 （ 織 冷 衫 ）
18. 睇 書
19. 去 圖 書 館
20. 靜 坐 諗 嘢
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21. 係 屋 企 自 修
22. 去 香 學 （ 學 嘢 ）






第 六 部 份
說 明 ： 　 你 滿 意 你 消 磨 空 閒 時 間 嘅 活 動 嗎 ？ 請 你
重 新 睇 睇 剛 才 各 項 活 動 ， 然 後 指 出 你 希 望
自 己 多 做 或 少 做 一 些






























1. 打 理 屋 企 嘅 事
2. 打 理 花 草
3. 搞 些 消 遣 玩 意
4. 收 聽 收 音 機




聽 演 講 ， 睇 戲 劇
9.
參 加 （ 開 ） 各 種 聯 誼 會
10. 行 街 買 嘢
11. 參 加 社 區 或 者 教 會 嘅 工 作
12. 打 波 或 者 玩 其 他 運 動
13. 玩 紙 牌 ， 打 麻 雀 等
14. 遊 車 河
15. 探 訪 朋 友
16. 招 呼 朋 友
17. 裁 剪 ， 縫 紉 ， 針 織 等 （ 織 冷 衫 ）
18. 睇 書
19. 去 圖 書 館
20. 靜 坐 諗 嘢
21. 係 屋 企 自 修
22. 去 香 學 （ 學 嘢 ）






TABLE A: FREQUENCY DISTRIBUTION OF SYMPTOM
DISCOMFORTS (N=42)
KAS FORM Sl
Today or during the past few weeks
1 2 3 4
bothers mehave not bothers bothers
almost allhad this me a me quit
little a bit the timecomplaint
I. Headaches
24 14 3 1
2. Pains in the heart or chest
33 7 2 0
3. Heart pounding or racing
33 9 0 0
4. Trouble getting your breath 36 5 1 0
5. Constipation 29 5 5 3
o. Nausea, vomiting or upset
33 8 0 4
s tomach
7. Loose bowel movements
31 9 2 0
8. Twitching of the face or bo 34 7 0 1
9. Faintness or dizziness 27 9 4 2
10. Hot or cold spells 36 5 0 1
30 5 3 411. Itching
12. Frequent urination 29 5 6 2
13. Pains in the dower part of
28 7 2 5
your back
14. Difficulty in swallowing 37 3 0 2
15. Skin eruptions or, rashes 38 3 0 1
16. Soreness of your muscles 31 8 1 2
17. Nervousness and shakiness 29 6 3 4
under pressure
18. Difficulty in fairing as leet
or staying asleep 24 8 5 5
19. Sudden fright for no appare
34 6 1 1
reason
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Today or during the past few weeks
1 2 3 4
have not Bothers bothers bothers me
had this me a me quite almost all
complaint little a bit the time
20. Bad dreams
27 13 1 1
2l. Blaming yourself for things 24 9 6 3
you did or failed to do
22. Fee l i ng generally worried or 20 12 2 8
fretful
23. Feeling blue 18 14 3 7
Z. Being easily moved .to tears 31 6 2 3
25. A need to do things very
20 13 7 2slowly in order, to be sure
you were doing them right
26. Feeling tike you have to do
30 6 1the same thing over and over
again like touching, counting,
handwash i rig, etc.
27. Unusual fears 33 7 1 1
28. Thoughts or impulses which
27 6 3 6you don't like keep pushing
themselves into your mind
19 15 5 329. Ycur "feelings" being easily
hurt
30. Feeling that people were
24 1.1 2 5
watching or talking about you
31. Preferring to be alone 32 4 3 3
32. Feeling lonely 23 8 4 7
19 13 6 433. Feeling like you have to ask
others what you should do
24 8 7 331. People being unsympathetic
with your need for help
28 10 3 135. Feeling easily annoyed or
irritated
36. Severe temper outbursts 33 7 0 2
370 Feeling critical of others 32 7 1 2
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Today or during the past few weeks
1 2 3 4
have not bothers bothers bothers me
had this me a almost allme quite
complaint little a bit the time
38. Frequently took medicine to
make you feel better
21 6 8 7
39. Difficulty in speaking when
you were excited
32 6 0 4
40. Feeling you were not function-
ing as well as you could, 20 18 2 2
feeling blocked-or unable to
get things done
41. Having an impulse to commit a
violent or destructive act, fo
example, desire to set a fire, 41 1 0 0
stab, beat or kill someone,
mutilate an animal, etc.
42. Blurring of vision
25 9 6 2
43. Feeling thirsty
25 10 6 1
44. Pains in arms or legs 32 6 3 1
45. Loss of strength
6 11 4 1
46. Dry mouth
25 11 3 3
47. Pai n in belly 31 11 0 0
48. Feel i ng hungry 34 7 1 0
49. Getting tired 'easily 24 7 7 4
50. Feeiing s1eepy much of the ti 32 6 2 2
51. Keyed up and jittery 21 12 5 4
5Z. Having no interest in things 19 14 7 2
53. Having trouble keeping your
mind on.what you were doing 26 10 5 1
54. Loss of appetite 29 10. 2 1
55. Having strange sexual ideas 42 0 0 0
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1 2 3 0
does notam doingam not am doing
regularly applydoing some
1. Help with household chores 4 17 21 0
2. Visit friends 19 19 3 1
3. Visit relatives 21 17 2 2
4. Entertain friends at home 27 11 4 0
5. Dress and take care of myself 0 1 41 0
17 16 9 06. Help with the family budgeting
70 Remember to do important things 4 6 32 0
on time
8. Get along with family members 6 23 8 5
9. Go to parties and other social 20 19 3 0
activities
13 20 9 010 Get along with neighbcrs
i. Help with fzni iy shoppinc 8 19 15 0
9 5 5 2312. Help in the care and traininc
of children
17 5 6 1413. Go to church
22 17 2 214. Take up hcbbies
15. Work 12 3 26 1
16. Support the family 4 7 31 0




















1. Help with household chores
2. Visit friends
3. Visit relatives
4. Entertain friends at home
5. Dress and take care of myself
6. Help with the family budgeting
7. Remember to do important thing
8. Get along with family members
9. Go to parties and other social
activities
10. Get along with neighbors
11. Help with family shopping
12. Help in the care and training
of children
13. Go to church
14. Take up hobbies
15. Work
16. Support the family
1 24 17 0
16 22 4 0
17 18 3 4
21 14 6 1
1 3 38 0
10 12 20 0
1 8 33 0
4 19 15 4
14 22 5 1
11 20 10 1
7 21 14 0
8 6 6 22
12 9 8 13
19 18 4 1
4 5 33 0
3 8 31 0
1TABLE D: FREQUENCY DISTRIBUTION OF LEISURE
ACTIVITIES (N=42)
KAS FORM RS4
1 2 3 4
frequently some- practically does not
times never apply
1. Work in and around the house 15 22 5 0
2. Work in the garden or yard 2 0 25 25
3. Work on some hobby 1 13 26 2
4. Listen to the radio 5 16 21 0
5. Watch television 12 18 10 2
6. Write letters 3 7 23 9
7. Go to the movies 3 11 27 1
8. Attend lectures, theatre 1 6 31 4
9. Attend club, lodge, other 1 19 21 1
meetings
10. Shop 4 33 5 0
11. Take part in community or
church work 1 4 29 8
12. Bowl or other sports
0 2 29 11
13. Play cards or other table games 0 8 31 3
14. Take rides 1 10 27 4
15. Visit friends 1 20 21 0
16. Entertain friends 2 2218 0
17. Sew, crochet or knit 2 9 22 9
18. Read 7 13 15 7
19. Go to the library 1 4 28 9
20. Just sit and think 4 18 20 0
21. Take courses at home 2 5 29 6
22. Go to school 1 1 34 6
23. Other (what?) 0 0 0 0
14




satisfied would like would like does not
with what to do more to do less apply
I do here of this
I. Work in and around the house 30 9 3 0
132. Work in the garden or yard 5 2 22
3. Work on some hobby 27 8 1 6
4. Listen to the radio 26 14 0 2
5 Watch television 27 12 2 1
6. Write letters 18 9 3 17
7. Go to the ms vies 24 12 3 3
8. Attend lectures, theatre 20 12 1 9
9. Attend club, lodge, other
meetings 23 13 3 3
10.Shop 28 13 1 0
11. Take part in community or churl
work 16 4 2 20
12. Bowl or other sports 18 5 1 18
2413. Play cards or other table game 6 2 10
14. Take rides
27 10 2 3
15. Visit friends 21 18 2 1
16. Entertain friends
23 14 1 4
17. Sew, crochet or knit 21 10 2 9
18. Read
20 12 1 9
19. Go to the library 21 6 0 15
20. Just sit and think 26 8 3 5
21- Take courses at home 14 10 2 16
22. Go to school 16 8 0 18
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